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that one approaches the subject of education, 

particularly when the beneficiaries of and par- 
ticipants in such an educational process are one’s 
own associates. 


[ IS with a distinct feeling of humbleness 


If we review the history of the past, we will 
find that the need for adequate education and 
training of hospital executives has been Icng rec- 
ognized. Over twenty-five years ago the education 
and training of hospital administrators began to 
achieve a prominzit place in the discussions of 
the American Hospital Association. 


The necessity of personnel improvement is re- 
corded in the Association’s affairs in 1910 when 
Dr. Frederic Washburn and Dr. Joseph Howland 
presented their apprenticeship plan. About that 
time Dr. Warren L. Babcock described his plan 
for the education of nurse executives, which had 
been in existence since 1908. Immediately fol- 
lowing, the Babcock Committee presented a well- 
planned curriculum. There were various others, 
like the Rockefeller Committee and the Rappleye 
Committee that proposed in great detail methods 
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of training hospital administrators. Then there 
seemed to be a lull for a few years, but periodi- 
cally every five years it broke out with a new 
recognition of the needs and new desires to im- 
prove the status. There were reams of paper 
work as to how the status could be improved, but 
apparently very little was actually done to put 
the theories and plans into effect; others did not 
take up the burden of this pioneer work and fol- 
low-through. The few attempts to actually put 
these plans into practice evidently suffered dis- 
astrous results. Perhaps the individual promot- 
ers found that they could not spend too much 
time on this one problem in the presence of all 
the other immediate problems involved in the ad- 
ministration of institutions. Of necessity its in- 
dividuality must be submerged under such aus- 
pices. Perhaps they were too early in launching 
such enterprises and that these experiences are 
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merely the contribution which pioneers make in 
the early stages of any worth-while venture. 


It would be presumptuous for me to feel that I 
could add to that fund of data or that any of us 
could be sure that we had the more adequate and 
perfect plan of education. However, it may be 
significant, in light of the more current setting, to 
review the need and to revaluate the adequacy of 
such plans of education as are now available. 


The Need 


In the past, whenever the question of education 
and training of hospital executives presented it- 
self, there seemed no question in the minds of 
the individuals or committees working upon this 
problem but that a definite need existed. How- 
ever, very little appears in the literature as to 
the cause and the evidence of such need, save 
the reiteration that a need existed. As expected, 
the need seemed to be recognized primarily by 
the hospital administrators themselves and within 
the profession by the leaders, who necessitated 
the education and training least. Apparently, as 
each of the proposed plans was launched, there 
were_ insufficient demands to keep it alive very 
long. Particularly is this true of the more for- 
mally organized or advanced vehicles of instruc- 
tion. In retrospect one is impressed with the 
advisability of avoiding any confusion of the 
need of and the demand for education. 


All of us would probably agree that the need 
has existed always in varying degrees and that 
the demand has been evidenced in forms typical 
of the different periods of time. At present, 
many leaders of thought within our field feel that 
the need has received new impetus and that the 
demand has been accentuated in recent years as 
a result of emerging protuberances in the con- 
stantly ascending trends in medical care. 


Appreciation of the Enlarging Importance of the 
Hospital in the Health Life of the Community 


Without question we are experiencing a defi- 
nite concentration or centralization of medical 
care in the institution known as the hospital. 
This tendency has been growing for many years 
_ and in all probability it would be reliable to fore- 
cast a continuance of this trend with accelerated 
tempo. More and more are the public, as well 
as the medical profession, choosing to develop 
greater dependence on the hospital in the func- 
tioning of health within the individual com- 
munity. 


With this concentration the importance of the 
hospital as an educational institution has been 
considerably increased. The activities of the hos- 
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pital are extending further and further into pre- 
ventive medicine. The medical schools desire that 
the hospitals play a larger part in the education 
of the physician. The community increasingly 
depends upon hospitals to develop a supply of 
techri-ally trained people such as nurses, dieti- 
tians, medical social workers, laboratory techni- 
cians. Hospitals have become a notable educa- 


tional force in the modern community. 


In the search for more effective and economic 
coordination of the community’s forces for health, 
indications are manifest that there will tend to 
be concentrated in the hospital the management 
of supplementary agencies of finance, production, 
and transportation which are not identified with 
it at present. 


In other words, the responsibilities and prob- 
lems of operating a hospital have become point- 
edly much more complex and much more vital to 
the community as compared with ten or twenty 
years ago. Correspondingly, the more apparent is 
the need for adequate education and training of 
its administrators. 


Growth in the Relative Evaluation of Hospital 
Activity as an Industry 


With the increasing demand for hospital serv- 
ice there naturally has followed an enlargement 
in the facilities to satisfy this demand with a re- 
spective multiplication in the investment values 
and in the numbers of personnel employed. Con- 
sequently, the hospital industry, within the coun- 
try as a whole and within the individual com- 
munities, is enjoying greater significance in rela- 
tionship to other industries. The progressive ad- 
vance of modern medicine has been accompanied 
by a rapid increase in auxiliary workers and sup- 
plementary expensive equipment in the hospital. 
Even in a large community, the hospital indus- 
try ranks very high in the scale of industries 
upon the basis of the number of employed per- 
sons and of the value of the investment in plant 
and equipment. A recent analysis of a large city 
of varied industries indicated that the number 
of persons dependent upon the hospital industry 
for occupation ranked sixth in the community 
and that in total investment it ranked likewise 
high in the scale with the other industries. Such 
responsibility thrusts forward the need for ade- 
quate education as a foundation of proper man- 
agement. 


Increased Demand for Greater Perfection in the 
Management of Hospitals 


Along with the greater use and dependence and 
significance of hospitals has come a more saga- 
cious and pointed observation of the accomplished 
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results. The patieut:, . r example, instructed 
through more numerous contacts as well as the 
public education activities sponsored by hospitals 
and other organizations, are becoming more in- 
telligent about hospital care and more critical of 
the care offered to them by existing institutions. 
Where they may have been willing to accept sub- 
standard results a few years ago, now they are 
beginning to question whether the individual hos- 
pital is furnishing them proper and adequate 
care. Moreover, answers of traditions and trite 
generalities are not sufficient to satisfy their per- 
tinent questions. Likewise the physicians are be- 
coming more concerned about good hospital ad- 
- ministration. They well realize, that with the 
larger volume of their activities concentrated in 
the hospital, their own development can be seri- 
ously handicapped by administrators who lack 
adequate training and experience. Likewise, the 
trustees of hospitals are anticipating, or feeling, 
the pressure upon their stewardship to realize 
broader and higher standards of benefits to the 
community in its health needs. Correspondingly, 
the trend toward greater use of group agencies 
like group hospitalization insurance is beginning 
to exert its influence in analyzing the results of 
hospital administration. Moreover, the trend to- 
ward greater subsidy to the hospitals on the part 
of governmental agencies are trending toward a 
closer review of hospital management. The need 
comes out into view, not only as the scope of hos- 
pital management broadens, but as there appears 
greater scrutiny of the results of management 
measured in individual and community health. 


Expansion of Hospital Facilities with Attendant 
Need of a Larger Supply of Trained 
Administrators 


Surging to the front has pressed a demand for 
greater hospital facilities to fill described needs. 
Associated with this demand is an urge to change 
the concept and design of institutions furnishing 
such facilities. Irrespective of our opinion as to 
merit, such demand is supported by’ strength 
probably sufficient to result in some addition and 
change. Plans and immediate schedules of ac- 
complishment are being made toward this end. 
The greatest limiting factor toward achieving 
progress and insuring the ideal result for the 
communities involved will be the factor of com- 
petent personnel adequately trained to design and 
manage such facilities. Hence, an apparent need. 


Summarily, the need seems more real to us, 
seems to have received greater impetus in the 
present day, because of the wider scope and more 
complexity of management, because the entrusted 
responsibility has greater weighting within the 
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community. All of which is accentuated by the 
necessity for a faster process of developing com- 
petent personnel, in order that general improve- 
ment might not be delayed or stagnated. 


The Demand 


Of course, with the emphasis described above, 
comes a demand for adequate education and train- 
ing. Leaders of community life, not normally 
concerned about hospital management, create a 
demand, due to a comprehension of the vital ef- 
fect upon the community of good hospital admin- 
istration. Trustees entrusted with the selection 
of administrators and the supervision of this 
phase of community service are pressed to be 
more careful of selection and to anticipate a close 
review of their decisions and judgment. Hence, 
a demand is created for trained administrators. 


Hospital administrators themselves worry that 
their professional ranking in the eyes of the pub- 
lic suffers materially because of the ease with 
which individuals with little or no training can 
assume the responsibilities of an important posi- 
tion within their field, that many of their sub- 
ordinates are associated with professional groups 
of higher standards than their own, and that fur- 
ther personal progressive development is neces- 
sary if they are to be worthy of meeting the 
proper minimum standards required by their re- 
spective communities. Therefore, a demand is 
developed for avenues of education. 


In increasing numbers, youths, searching for a 
life career and sensitive to the trends of the times, 
consider that hospital administration is worthy 
and sufficiently attractive to them to assert a de- - 
mand for opportunities of education which will 
properly prepare them for their chosen field. 
Consequently, there is evidence of a crystalliza- 
tion of energy toward an immediate intensive 
search for adequate vehicles of education and 
training. 


Adequate Education. and Training 


Education is the act or process of disciplining 
the mind or character through study or instruc- 
tion, or, as has been anonymously stated, “Edu- 
cation is merely the attempt to prevent youth. 
from missing his birthright—to prevent him from 


going by his destination in the night, while he 


holds a ticket for the great festival in his sleep- 
ing hands.” 


In measuring the adequacy of any program of 
education or training in the field of hospital ad- 
ministration it may be well to recognize that the 
supply of individuals for which this education is 
devised springs from a variety of backgrounds. 


‘ 
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Primarily, in the past, administrators have been 
nurses or physicians or laymen with heterogen- 
eous preparation. For effective results, the pro- 
gram of education must be designed for those who 
are engaged in the work at the present time as 
well as for the newcomers to the field. The ob- 
jectives of the educational program will vary con- 
siderably in the character of administrative posi- 
tions to be filled, and the financial reward obtain- 
able by successful completion of the program, as 
evidenced by the large and the small hospital, or 
by the general and the special hospital. 


At the moment, current thought seems to be 
centered around four vehicles of formal education 
and training as most suited— 


For those actively engaged in hospital activity: 
(a) self development through reading, observa- 
tion tours, and attendance at meetings, and (b) 
institutes or refresher courses. 


For the newcomers to hospital administration: 
(a) apprenticeships in hospital administration, 
and (b) graduate and undergraduate university 
courses. 


If we assume that the need has created suffi- 
cient demand to warrant the launching or the ex- 
tension of any of these vehicles, it might be well 
to measure the adequacy of each by its capacity— 


1 To lend itself to rigid and careful selection 
of students 


If the vehicle is to be adequate, it must afford 
sufficient opportunity to differentiate between 
those who may desire and those who are fitted 
to enter or to continue in this field. Naturally, 
in any educational process there would be certain 
mental qualifications and minimum standards; 
but there should be measures of other qualifica- 
tions of emotion, temperament, and character, in 
order that those ill-fitted either for the field or 
for the particular chosen vehicle may be weeded 
out. Such weeding process does not need to carry 
with it the onus of paternalism, but may be most 
charitable to the individuals and to the institu- 
tions alike. 


2 To lend itself to teach fundamental facts 

Here we may disagree considerably. Our dis- 
agreement may not be great as to the content of 
facts, but probably the point of most disagree- 
ment will be as to the volume of such facts. In 
the last analysis the stimulation in the individual 
man of his ability to think and the willingness 
to follow the logic of his carefully considered 
thought through to conviction is the desirable am- 
bition of each vehicle. This pre-supposes the ac- 
quisition of certain fundamental knowledge, the 
mastery of the technique of finding new knowl- 
edge when needed, acquaintanceship with method 






14 





of gaining access to original sources, a disposi- 


tion to seek all facts and to sort these according ° 


to relative importance before accepting conclu- 


sions, and finally an open-minded tolerance for 


new facts if they shall appear and prove valid, 
even though they attack conclusions already 
formed. 


The vehicle must emphasize the areas of knowl- 
edge as well as its profundities with concern, not 
so much for the specialized branches of knowl- 
edge as for the essential relationships of those 
branches just as its concern is not so much for 
isolated facts, meaningless in themselves, as for 
the relationships which give these facts their 
meaning. The central doctrine of the vehicle 
should be the unity of knowledge. 


3 To lend itself to teach fundamental prin- 
ciples 

Here again we may radically disagree as to 
what is a principle as differentiated from a state- 
ment of fact or opinion. The central aim of the 
vehicle should be to develop a habit of mind 
rather than to impart a given content of knowl- 
edge. The vehicle can give to no man an educa- 
tion but it should give to all men who associate 
themselves with it the opportunity to become edu- 
cated. The major emphasis of the vehicle should 
be to teach men how to seek knowledge rather 
than to state what knowledge is. It should be a 
cooperative enterprise providing facilities, envi- 
ronment, atmosphere, and influences within which 
self education can be most definitely and most 
largely effective. Its concern should be far 
greater with how men shall think than with what 
they shall think. 


4 To lend itself to teaching intangibles and 
non-communicable factors 

These intangible and non-communicable factors 
which we attribute to successful individual ad- 
ministrators and which have been considered pri- 
marily an art, we are beginning to realize may 
have a scientific base. 
should tend to consider the science of adminis- 
tration as well as its art. In other words, the 
science of utilizing the fundamental facts and 
principles which one has gathered. I recall a 
manufacturer of x-ray equipment who expressed 
concern that it took him several years to teach 
a highly trained engineer, with all his scientific 
knowledge, to apply this knowledge intelligently 
within the x-ray field as distinct from any other 
field of science. While we recognize that the in- 
tellect is the most vital distinguishing mark of 
man, let us not think it is all of man. The vehicle 
must show students that the administration of 
other human beings is a blend of the art of be- 
ing and the science of doing. It must not neglect 
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the emotion, the incentives to action, and the well- 


springs of inspiration. The aim of the vehicle 


should not be the development of brain power 
alone, but of the essential blend of knowledge, 
purpose, and sense of proportion which consti- 
tutes intelligence. 


5 To lend itself to furnish sufficient experi- 
ence 


Here, I feel, we are in entire agreement, that 
after all our prime objective necessitates training, 
as well as education. Training in this sense sug- 
gests exercise or practice in order to gain skill, 
endurance, or facility. The vehicle must involve 
a period of application. However, we may differ 
as to the length of this period, we concur that such 
experience has little value as training unless pre- 
determined objectives have been defined for vari- 
ous stages of that experience. To be adequate, 
the vehicle must likewise check the progress of 
that experience in terms of these concrete objec- 
tives. 


6 To lend itself to require a reasonable period 
for completion 


As a means of safeguarding the quality, the 
planner of curricula tends to extend the period 
of education or training, in order to insure more 
than an adequate time to attain the objective con- 
tent. In the past, some vehicles of education in 
our field have neither attracted nor have retained 
students because of the unreasonableness of the 
length of time necessary for completion. Conse- 
quently, a vehicle would lack adequacy if the time 
element was beyond the reach of those who should 
be vitally interested in obtaining its objectives 
and who are most needed to create an adequate 
supply. 

Summary 


The definite existence of a need, resulting in 
evidence of a growing demand, warrants the or- 
ganization of a well-defined program of educa- 
tion and training. In the development of our 
educational plans and designs for the future, I 
would draw from the past and emphasize two 
additional lessons. 


First, the advisability of recognition and sup- 
port of leadership devoted solely to the education 
and development of hospital administrators, else 
our emphasis becomes a mere surge. Actively, 
this leadership has been assumed within our field 
by the American College of Hospital Adminis- 
trators, working in close cooperation with the 
American Hospital Association, the American 
College of Surgeons, and the American Medical 
Association. This College has actively proceeded 
to develop objective standards and standards of 
vehicles to meet the need. It has attempted to 
encourage a demand upon the part of that sup- 
ply of students which would tend to raise the 
standards, and upon the part of those trustees 
who are able to afford the real objectives of at- 
tainment. Such activity is a long step forward. 


Second, the preferential selection of caution in- 
stead of speed in the application of our plans. 
We should be careful to avoid concentration upon 
a single vehicle of education. Rather we should 
assist in the establishment of some endeavors in 
all vehicles mentioned. Moreover, we should de- 
velop in each vehicle only a few carefully selected 
efforts and extend these gradually. We should 
recognize that each vehicle will be successful in 
direct proportion to the competency of the indi- 
viduals who are teachers. Therefore, we should 
make an active effort to develop.teachers. We 
must avoid the conception that successful prac- 
titioners are always good teachers. Not only do 
the qualifications of teaching differ from those of 
practice, but such effort requires a great deal of 
time which cannot be easily secured from the 
practitioner. The backbone of the body of teach- 
ers should not be burdened with the details of the 
daily operation of an institution and should de- 
vote much time in the gathering of teaching ma- 
terial for the vehicles to use. 


Under such leadership and caution I have con- 
fidence that, as the need for adequate education 
and training of hospital executives develops into 
a demand by society these demands will be ade- 
quately met. 





Dr. Wood Goes to Pierce County Hospital 


Dr. Neal N. Wood has been appointed superin- 
tendent of the Pierce County Hospital, Tacoma, 
Washington. Dr. Wood has been in the hospital 
administrative field for more than twenty years. 
He was formerly superintendent of the Los An- 
geles County General Hospital, the Hillman Hos- 
pital, Birmingham, the Starling-Loving Univer- 
sity Hospital, Columbus, and recently he served as 
Director of Study of the Chicago Health Survey. 
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Dr. Ragsdale Goes to Butterworth Hospital 


Dr. L. V. Ragsdale, assistant director of the 
Massachusetts General Hospital, Boston, and in 
charge, under the director, of the Baker House 
for the past several years, has been appointed 
superintendent of the Butterworth Hospital, 
Grand Rapids, Michigan. Dr. Ragsdale succeeds 
Dr. N. A. Wilhelm, who resigned to accept the 
superintendency of the Peter Bent Brigham Hos- 
pital, Boston, Massachusetts. 
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Maternity Care as a Community Problem 


Social Aspects of Recent Governmental Health Programs 


as Related to Hospitals 


BEATRICE HALL 


OR MANY YEARS, Federal and State con- 
F cern in problems of maternal and child health 

has been actively expressed in a variety of pro- 
grams seeking to aid mothers and children. The 
past quarter century has witnessed many develop- 
ments in this field. Interest and effort has been 
focused on the needs of the child perhaps to a 
greater degree than on the needs of the mother. 
However, early recognition of the influence of 
the health of the mother upon the chances for 
survival of the newborn baby resulted in in- 
creased emphasis upon the value of prenatal care. 


During recent years the relationship between 
maternal and child health and the general eco- 
nomic welfare of the Nation has come to be more 
clearly understood. Many careful and exhaustive 
studies by public and private agencies have 
brought out again and again the truth of a state- 
ment made by the first Chief of the Children’s 
Bureau—“Children are not safe and happy if 
their parents are miserable, and parents must be 
miserable if they cannot protect a home against 
poverty. ... The power to maintain a decent 
family living standard is the primary essential 
of child welfare.” * 


Mother’s Health a Vital Factor in Effective 
Functioning of the Family Group 


The immediate responsibility for the welfare 
of children rests with their parents. The wel- 
fare of the individual child is determined by the 
ability and opportunity of the family group to 
function effectively and the problem of economic 
security is a vital part of the whole problem of 
maternal and child welfare. The health of the 
mother is a most vital factor in the effective func- 
tioning of the family group and we have a greater 
degree of knowledge ,and skill in conserving this 
factor than in solving the broader problem of 
economic insecurity. 


Realization of the interrelationship of these 
problems brings with it an obligation and a 


iTwenty-Five Years of Service, 1913-1938, U. S. Department 
of Labor, Washington, D. C. 

Presented at the American Hospital Association Convention, 
Dallas, Texas, September 28, 1938. 
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necessity for re-evaluation of our institutions 
(schools, child-caring agencies, and particularly 
hospitals) re-evaluation of their place in the 
scheme of things, of their relations to the com- 
munity in which they function, of the way in 
which their services to the individual contribute 
to a social order concerned with giving individual 
citizens the opportunity to realize to the fullest 
extent their potentialities for development. The 
recent increase in services available to families 
in their own homes calls for consideration by 
communities of the advantages of home care for 
certain groups and ways in which services in the 
home can be correlated with the expert services 
available in institutions. 


I want to discuss maternity care as a com- 
munity problem, giving consideration to the so- 
cial implications of this broader conception of 
maternal and child health, implications which are 
of particular significance to hospitals. 


Study of Maternity Care Made in New York State 


In the summer of 1937 the Children’s Bureau 
made a study of maternity care in six counties 
of New York State. This study was made in or- 
der to determine the number of women receiving 
prenatal, confinement, or postpartum care at pub- 
lic expense and to determine the cost of this care 
during a year’s period—from July 1, 1935, to 
June 30, 1936. New York State was selected for 
the study because its relief program had included 
since 1931 a state-wide plan for medical care in 
the home. This plan was conceived and admin- 
istered as a supplementation of existing resources 
and the scope of the program implied continuance 
of the use of hospitals, clinics, and nursing serv- 
ices already in the community. Under this plan 
local communities continued to bear the entire 
cost of hospitalization and financial aid from state 


HOSPITALS 





‘ 


5 i el 


funds was limited to provision of medical care in 
the home. The Manual of Medical Care under 
which the relief program was administered em- 
phasized throughout its regulations that care in 
the home was not to be authorized for the treat- 
ment of conditions for which hospital care was 
advisable. 


The population of New York State is less homo- 
geneous than the population of the New England 
States. There are some isolated areas but these 
are hardly comparable with those found in some 
Western and Southern States. Small areas are 
inaccessible at certain periods of the year, and 
there are definite transportation problems which 
constitute hindrances to medical care, as in all 
rural areas. All six counties studied included 
urban areas, some of which had a considerable 
industrial population. 


The State as a whole has no outstanding defi- 
ciency in hospital beds, but the State Health De- 
partment recognizes a definite need for extension 
of small hospital units for maternity care and 
more adequate protection of the maternity pa- 
tients admitted to general hospitals maintaining 
no separate maternity services. Maternity care 
is a recognized part of the public-health program 
of the State and the services of the Division of 
Maternity, Infancy, and Child Hygiene have been 
steadily extended since 1922 when this division 
replaced the Division of Child Hygiene. 


The four experienced medical social workers 
making this study endeavored to give the eco- 
nomic, industrial, and social background of each 
community the consideration necessary to an un- 
derstanding of local problems and particular at- 
tention was paid to the adaptation of the State 
plan to local resources. Lacks in community serv- 
ices and difficulties in the administration of medi- 
cal care were brought to the attention of the study 
workers by local relief and health administrators 
and some of the case records revealed significant 
problems. 


Home and Hospital Deliveries 


The fact that the plan for medical care in the 
home was administered as a supplementation of 


-existing resources resulted in interesting varia- 


tions in the medical-care programs of the differ- 
ent communities. These variations were reflected 
particularly in the distribution of home and hos- 
pital deliveries. A reference to one of the coun- 
ties studied explains this statement. Doctors in 
the rural areas and in the larger city were gen- 
erally unwilling to perform home deliveries. The 
rural area was served by a county hospital, sup- 
ported entirely by county funds and care given 
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in this hospital was'’rot chérged back to the town 
in which the patient, had residence... Since jt. wag 
difficult to get a doctor, to perform a home deliv: 
ery and since local or town funds could be con- 
served by hospital rather than home care, the 
welfare officer made every effort to send the pa- 
tient to the hospital and authorized home deliv- 
eries only in emergencies or in instances where 
the patient determinedly refused hospital care. 
In this area our figures show 65 hospital and 21 
home deliveries. The large city was likewise 
served by a public hospital and had further fa- 
cilities in several private hospitals; doctors re- 
fused to perform home deliveries. If a patient 
insisted upon having her confinement at home, 
the local welfare department accepted no respon- 
sibility for providing medical care and the patient 
made her own arrangements. The figures here 
are 179 hospital and 4 home deliveries. 


On the other hand, in the smaller industrial 
city the maternity service of the city hospital had 
a limited bed capacity, doctors were willing to 
accept confinement cases in the home and a work 
relief nurse was available for delivery and post- 
partum nursing care. The director of the home 
relief bureau had unusual skill in individualizing 
her client’s needs and decision as to hospital care 
was made upon the doctor’s recommendation after 
consideration of the home situation. In this city 
our table showed 47 home and 35 hospital cases. 


Cost of Maternity Care 


In the six counties studied, 1686 patients re- 
ceived help from public funds for maternity care 
at a total expenditure of slightly more than 
$64,000. The live births aided from public funds 
constituted 13.4 per cent of the total live births 
in the areas. Percentages of live births at pub- 
lic expense exceeded the percentages of family 
groups on relief in all areas except in one of the 
smaller cities where private physicians were 
known to give an unusually large amount of free 
service to the relief group. The study workers 
did not feel that this necessarily implied a higher 
birth rate among the relief group than among 
the general population. Free hospitalization was 
granted to a considerable number of patients not 
receiving other relief, particularly in the-coun- 
ties maintaining public hospitals, and the medi- 
cal needs of the marginal group were generally 
recognized by relief administrators. 


The medical care of these 1686 patients in- 
volved a total expenditure of slightly more than 
$64,000. Of this amount approximately $14,500 
was paid to local doctors for the care of individ- 
ual patients on a fee basis. In two of the cities 
studied maternity care was included in the duties 
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of salaried .¢ity physicians; the cost of this care 
has been estimated at $665. In the six counties 
studied $24,200 was expended for care in public 
hospitals and an additional $14,115 for care in 
private hospitals. Nursing care in the home to 
the amount of $368 was authorized at the physi- 
cian’s request; this care was usually given by 
practical nurses or “home helps.” 


Professional nursing service was provided 
largely by public and private nursing agencies 
existing in the communities and by the work re- 
lief nursing project which operated in all six 
counties during the period of the study. The 
cost of this supplementary nursing care has not 
been included in the figures just quoted, nor has 
the cost of care given by local clinics. Midwives 
attended only seven of these 1686 patients and 
their fees amounted to $90. Midwives’ fees were 
reimbursable under the State regulations, but 
their services were seldom requested by patients, 
although some of the areas had a considerable 
foreign population. 


Maternity Care in a Suburban County 


The figures in a suburban county are of par- 
ticular interest. This county had a population 
of over 300,000; included in its area were a num- 
ber of small cities with populations of between 
ten and fifteen thousand. The entire area was 
thickly populated and the towns and cities bor- 
dered closely on each other. Home relief, includ- 
ing medical care in the home, was administered 
on a county basis. Hospitalization was not a 
function of the home relief bureau and was au- 
thorized by the several administrative units of 
the department of public welfare. The local 
medical society actively opposed treatment 
through clinics and salaried physicians, but sev- 
eral maternal and child health clinics were main- 
tained by the local public health committee and 
by private agencies. The maternity service of 
the general county hospital was limited to less 
than 20 beds and for this reason welfare officials 
had been requested to continue to authorize care 
in local private hospitals until additional facili- 
ties could be provided. Authorizations for hos- 
pital confinements were granted freely and were 
not restricted to cases presenting complications. 


In this county the live births aided from pub- 
lic funds constituted 15.8 per cent of the total 
live births. Four hundred and ninety-two deliv- 
eries occurred in hospitals and 293 occurred at 
home. Nearly 150 patients received care for ac- 
tual or threatened abortions. The total expendi- 
tures, exclusive of clinic and nursing care by com- 
munity agencies, show $8,121.50 paid directly to 
doctors for the care of individual patients and 
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$30,880.20 expended for hospital care. Approxi- 
mately $23,000 of this amount was for care in the 
general county hospital; nearly $8,000 was paid 
from public funds to private hospitals for ma- 
ternity care. Doctors in this county were in gen- 
eral willing to perform home deliveries and it 
was not the practice of the relief bureau to urge 
hospital care. Hospital care was a hundred per 
cent charge on the local welfare district. We be- 
lieve the large number of hospital deliveries (62.7 
per cent of the total) may be attributed to the 
desire of the patients to have hospital care, rather 
than to any other factor. Excluding contribu- 
tory costs for clinic and nursing care the average 
cost of home deliveries in this county was $24.18; 
the average cost of care for patients delivered in 
the hospital was $53.41. The doctors received no 
fees for delivery of patients in the hospital; many 
of the hospital patients received prenatal care 
from local doctors on a fee basis, however. 


Study Presents Problems for Consideration 
of Medical Social Workers 


The study of maternity care provided in these 
six counties suggests to medical social workers 
problems deserving thoughtful consideration. 
These problems are, briefly, the high cost of hos- 
pitalization and the large numbers of maternity 
patients hospitalized without consideration of in- 
dividual medical and social needs, the difficulties 
inherent in a rigid policy, the implications in the 
authorization of maternity care by public welfare 
officials, and the need for further recognition of 
the interrelationship of medical and social fac- 
tors in order that the medical treatment may be 
more effective through provision for special needs 
related to illness. 


During the entire period of the operation of 
the state-wide plan for medical care in the home, 
local communities continued to bear the full cost 
of hospitalization, a cost which in most communi- 
ties amounted to several times the cost of medi- 
cal care in the home and constituted a heavy bur- 
den on local funds. The study workers saw no 
indication that this hundred per cent local charge 
for hospitalization had influenced relief officials 
to limit hospital care given to persons in urgent 
need of this service. No single instance of re- 
fusal to hospitalize a maternity patient upon a 
doctor’s request came to the attention of the study 
workers and in several instances exceptions to a 
policy of home delivery were made because the 
home was considered unsuitable for delivery. 
Consideration of the amounts spent for hospital 
care in relation to the financial resources of the 
areas studied raises the question of how long 
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local public welfare districts can continue to carry 
on without assistance. In 1937 this question was 
raised repeatedly by commissioners in rural areas 
as many communities approached their statutory 
limits of bonded indebtedness. 


Routine Hospitalization for Confinement Care 


The desirability of routine hospitalization for 
confinement care is a matter upon which there is 
varying medical opinion. Many doctors in these 
areas expressed a disinclination to deliver pa- 
tients at home, feeling the $15 fee for delivery 
and postpartum care was inadequate return for 
the time and effort expended. This is under- 
standable in view of the fact that nursing as- 
sistance at delivery had been available in most 
areas only since the coming of the work relief 
nursing project and did not function easily in all 
instances due to difficulties of organization and 
failure to make provision from welfare funds for 
transportation. The homes of many relief pa- 
tients were unsuitable for delivery, a point illus- 
trated strikingly by the complaint of one doctor 
who said he found it difficult to attend his patient 
when chickens were fluttering upon the bed. 


An outstanding finding of this study, however, 
is the large number of patients hospitalized with- 
out careful consideration of their individual medi- 
cal and social needs. In the county referred to 
previously, welfare officers in the rural area were 
undoubtedly influenced to authorize hospital care 
freely because such care was a county and not a 
town charge.-. The conservation of local—that is, 
town—funds is an important matter to the wel- 
fare officer. Care in the home was shared by 
town and state on a 60-40 basis. For prenatal, 
confinement, and postpartum care in the home, 
the town paid 60 per cent of $25; for hospital 
care the town paid nothing and the county paid 
approximately $35. The taxpayer eventually bore 
a heavier charge, but a less obvious one. The 
patient. received ten days of hospital care (at 
public expense) instead of a period of prenatal 
delivery and postpartum care at home. In this 
county the doctor delivering the patient in the 
hospital received no payment for his professional 
services. 


Medical care, like other relief, must be paid for 
and average costs of home and hospital deliveries 
show, as would be expected, a much higher aver- 
age cost for cases receiving hospital care. In one 
area where hospital care was provided freely at 
public expense, a relatively small amount of pub- 
lic funds was expended for prenatal care. The 
question arises—would this community and these 
patients be better served under present circum- 
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stances without increase in expenditures through 
added provision for prenatal care and limitation 
of hospitalization to cases presenting medical 
complications and unfavorable home conditions? 


Authorization of Maternity Care 
by Welfare Officers 


The authorization of maternity care by welfare 
officers offers some interesting implications. In 
the rural areas authorizations for medical care 
were issued by the welfare officers under the gen- 
eral supervision of the county commissioner and 
his staff, a supervision which was in general lim- 
ited by a traditional regard for town rights and 
by the inaccessibility ‘of some of the areas during 
certain months of the year. These welfare offi- 
cers were local men and women appointed by the 
town supervisors. As a rule they approached the 
problem of relief, including medical care, from 
the point of view of cost to the local unit, rather 
than from the point of view of the need of the 
patient. This was natural and inevitable since 
they were not doctors or social workers but did 
know something about the value of money. Fur- 
thermore, their expenditures were audited by the 
supervisors and their appointments depended to 
a great extent upon their ability to keep relief 
costs at a minimum. 


There was some evidence that this attitude on 
the part of the welfare officers tended to dis- 
courage clients from making early applications 
for prenatal care and that instruction and educa- 
tion by the public-health nurse were sometimes 
rendered ineffective by the efforts of the welfare 
officers to curtail relief expenditures. The study 
workers felt it was highly illogical to expect peo- 
ple with the background and experience of most 
of these welfare officers to be interested or enthu- 
siastic about granting authorizations for mater- 
nity care, particularly prenatal care. The stand- 
ards set forth in the Manual of Medical Care were 
far in advance of the general practice in their 
own families. 


Since the purpose of maternity care is to insure 
the birth of healthy children, decrease maternal 
mortality, and improve maternal care, authoriza- 
tion for such care appears to be a function of a 
group whose primary interest is medical care. 
In making an authorization for maternity care 
knowledge both of the medical need and of the 
social situation is essential. Workers trained and 
experienced in evaluating both these factors can- 
not, for practical reasons, be made available to 
all small communities. A health officer who was 
a qualified physician was available in all these 
local units, however, and we believe that certifica- 
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tion of the need for maternity care by this official 
would tend to insure earlier and more adequate 
prenatal care. The increasing cooperation be- 
tween health and relief officials offers hope that 
under the present administrative plan local wel- 
fare officers in increasing measure will authorize 
medical care, the need for which to be certified by 
health officials. 


Individual Consideration a Fundamental Concept 
of Medical Treatment and Social Case Work 


Individualization of the patient may be termed 
the cornerstone of medical treatment. It is also 
a fundamental concept of social case work. This 
fundamental concept is ignored and opposed by 
any plan for maternity care whereby all patients 
are hospitalized or all patients are delivered at 
home. Such plans inevitably bring about situa- 
tions in which women attempt to circumvent the 
system by not making the fact of pregnancy 
known until delivery is imminent. In the county 
authorizing hospital deliveries routinely there 
were instances of women calling the welfare offi- 
cer to request a doctor’s services after labor was 
well under way; in a city which had recently in- 
stituted a rigid policy of home deliveries, hospital 
administrators noted an increase in emergency 
admissions. Other women lack the force of char- 
acter or the ingenuity essential to such circum- 
vention and submit to the system but their emo- 
tional resistance may prevent their obtaining the 
full benefit of the treatment afforded them. The 
lack of prenatal care for these women is another 
serious consideration. 


Individualization of the patient is a process 
which brings the doctor treating the patient into 
touch with the community and with the social 
agencies and social workers caring for the pa- 
tient’s other needs. This brings us to another 
point which I wish to emphasize to you—the need 
to coordinate the medical care with the relief 
program of the community. 


Coordinating Medical Care with Relief Program 
of the Community 


Doctors who are giving freely of their time and 
skill for the treatment of relief patients have a 
right to expect the relief administration to pro- 
vide for the special needs of their patients which 
are related to the medical problem. A doctor 
treating maternity patients should receive from 
the relief organization cooperation in early refer- 
rals, assistance in follow-up unless that responsi- 
bility is assumed by another organization, pro- 
vision for a liberal diet in all instances with spe- 
cial needs met upon his recommendation, and as- 


20 


sistance in planning confinement care with spe- 
cial nursing and housekeeping service in those 
instances in which it is shown to be necessary. 
Anxiety and apprehension on the part of the 
patient often limit the effectiveness of the medi- 
cal care; it is the responsibility of the social 
worker to aid the doctor in dealing with these 
factors. 


The meeting of these special needs in rural 
areas and in relief offices staffed by untrained 
social workers with heavy case loads is a difficult 
problem. The relief worker cannot help the doc- 
tor in this respect unless she has some under- 
standing of the medical situation and at this point 
consideration must be given to the code of medi- 
cal ethics and the principle of the privileged com- 
munication. The situation is further complicated 
in rural areas and small cities by the close per- 
sonal relationships which often exist between the 
relief clients and the investigators and adminis- 
trators. Information cannot be exchanged as 
freely under these circumstances as it can be in a 
large city where personal contacts are minimized. 
Many women do not wish their pregnancy known 
until their condition is obvious and the interest 
and advice of relatives and friends may conceiv- 
ably constitute a very real hazard from a mental 
hygiene point of view. 


Lack of Emergency Authorizations for 
Delivery Significant 


The medical needs of clients have been ex- 
plained effectively to relief officials and workers 
in some areas by the county nurses. In one of 
the counties studied the nurse and the county 
commissioner worked well together and in in- 
stances where patients were unwilling to ask au- 
thorization for maternity care from local welfare 
officers the nurse was able to take the matter up 
directly with the commissioner. In another 
county where there was close cooperation be- 
tween the county nurse and the case supervisor 
in the relief office the absence of emergency au- 
thorizations for delivery was significant. In one 
of the small cities the commissioner and the medi- 
cal social worker at the local hospital worked 
closely together and in another city the director 
of the home relief bureau and the superintendent 
of the city hospital supplemented each other’s 
efforts intelligently and efficiently. In all these 
areas records gave evidence of a recognition of 
the interrelationship of medical and social fac- 
tors; the needs of individual patients were given 
consideration by the relief workers with the re- 
sult that medical treatment was more effective. 


In other relief offices there was little indication 
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that the relief investigators were placing empha- 
sis upon the health needs of their clients. Con- 
versation with these investigators and with some 
of the case supervisors showed that time and ef- 
fort were spent largely in determining eligibility 
for relief and granting authorizations for medical 
care without consideration of other implied needs. 
In some offices where increased food allowances 
were granted routinely to pregnant women the 
fact of pregnancy was not usually known until 
the eighth or ninth month although investigators 
had seen these women regularly during the en- 
tire period. In one department where requests 
for hospital and medical care were handled by a 
separate division, the usefulness of this division 
was limited by the lack of medical knowledge and 
medical-social point of view on the part of the 
workers. 











Conclusion 


In this discussion I have not touched upon those 
situations in which the emotional prohb'ems of the 
prospective mother demand a high degree of case 
work skill. I have tried to indicate a few ways 
in which community programs for maternity care 
may be made more effective. After all, maternity 
is not pathology, medically, or socially, and expe- 
rienced hospital workers know that a great num- 
ber of maternity patients present no outstanding 
case work problems. Such problems do occur and 
provision should be made for their detection and 
treatment. It is equally important to make good 
medical care available to all in need of maternity 
services, to make good care commonplace, and to 
administer it with regard for and understanding 
of social factors in order that the patient and the 
community may obtain the greatest benefit. 
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This will acknowledge your letter of December 
7, 1938, and attachments. 











As noted in Mr. Tapp’s letter to you under 
date of December 5, 1938, changes in the material 
finally released to the states are somewhat differ- 
ent from the first draft of material sent you under 
date of November 28, which was reproduced by 
you and furnished to the hospitals. 












Inasmuch as the intent of both drafts was the 
same, it is felt that the releases of the Joint Ad- 
visory Committee are satisfactory. 











Yours very truly, 
H. C. Albin 
Acting Distribution Officer 
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Hospital Care for the Needy 


Relations Between Public Authorities and Hospitals 


With special reference to the use of tax funds for the care in nongovernmental hospitals of 
patients who are public responsibilities 


Editor’s Note: “Hospital Care for the Needy,” which covered a report of the work of the Joint 
Committee of the American Hospital Association and the American Public Welfare Association and 
which was submitted to the Associations for approval, was published in the August, 1938, issue of 
HOSPITALS. The work of the Committee was based upon the general principle that public funds may 
be used for the care of the needy sick in hospitals as appropriately as for general relief. It developed 
an outline for the basis upon which public funds might be used for this purpose. 


The present article, covering the report, has been approved by both the Associations in the form 


in which it is now printed. 


Hospital Association and the American 

Public Welfare Association has been at 
work for some time upon the subject of hospital 
care for the needy, on the general principle that 
public funds may be used for the care of the 
needy sick in hospitals as appropriately as for 
general relief, without in either case displacing 
nongovernmental hospitals and relief agencies 
from their charitable functions. 


A JOINT COMMITTEE of the American 


In 1937 the two Associations officially adopted 
a statement of general policy concerning the use 
of tax funds for the care of the needy sick in 
nongovernmental (voluntary) hospitals. This 
statement is published herewith. (Number I.) 


As a result of this publication, it appeared 
that public officials and hospital administrators 
would welcome some detailed suggestions for 
carrying out this general policy effectively. The 
Joint Committee therefore undertook to prepare 
statements on three specific subjects, namely: 


Hospital Standards 
The Per Diem Rate 
Determining Financial Eligibility 


These statements, officially adopted by the 
American Hospital Association and the Ameri- 
can Public Welfare Association in the autumn of 
1938, are also published herewith. While these 
statements have been especially prepared for the 
officials of public welfare departments and of 
hospitals, it is believed that they may be useful 
to officers of other governmental and voluntary 
agencies who are charged with responsibilities for 
providing medical care. 


I Relations Between Public Authorities 
and Hospitals 


Introductory Statement 


The need of hospital care for persons unable 
to pay for it out of their own resources raises the 


22 


question of the facilities available for such care 
in various communities throughout the United 
States, and of the sources from which the costs 
of the care are to be met. 


Certain facts as to hospital facilities should be 
stated (1936 figures). 


The general hospitals of the country (exclud- 
ing the special hospitals for mental diseases, tu- 
berculosis, etc.) are in part maintained by gov- 
ernments, chiefly city and county, and in part 
by voluntary agencies. The governmental gen- 
eral hospitals (excluding those provided by the 
federal government for veterans and other spe- 
cial groups) constitute 12 per cent of the hos- 
pitals and provide 23 per cent of the beds. The 
nongovernmental hospitals constitute 83 per cent 
of the number of general hospitals and furnish 
68 per cent of beds. 


The distribution of facilities according to coun- 
ties gives a better picture of the situation. There 
are 3,073 counties in the United States. In 43 
per cent of these counties, having a population of 
44,000,000 or about 36 per cent of the whole popu- 
lation of the country, there are no governmental 
hospitals at all. In 5 per cent of the counties, 
having only about 3 per cent of the population, 
the provision of general hospital care is entirely 
in governmental hospitals. 


In 296 counties (nearly 10 per cent of all coun- 
ties), having 46 per cent of our total population, 
both governmental and nongovernmental general 
hospitals are found. Especial attention should be 
directed to these counties, which are found in al- 
most all of the states and which include most of 
the counties containing large cities. In these 296 
counties, the nongovernment beds constitute about 
two-thirds of the total provision, the government 
beds about one-third. The government beds are, 
however, relatively concentrated in a compara- 
tively limited number of centers, so that in 25 
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per cent of these 296 counties, the government 
beds constitute less than one-fourth of the total 
local provision, and in two-thirds of the counties 
the government beds constitute less than one-half 
of the total. 


The capital investment in all general hospitals 
(with a total of about 450,000 beds) is about two 
billion dollars, an average of between $4,000 and 
$5,000 per bed. As will be seen from the preced- 
ing statement, the larger part of this costly in- 
vestment is in nongovernmental hospitals. 


With these facts in mind, conferences have been 
held between representatives of the American 
Public Welfare Association and the American 
Hospital Association concerning the relations be- 
tween hospitals and public welfare authorities, 
and particularly with regard to the hospital care 
of persons who are legally indigent or who are 
unable to pay for hospital care. It is taken for 
granted as a sound principle of public policy that 
in so far as governmental hospital facilities are 
available in a community, public funds for the 
hospital care of the sick shall be expended pri- 
marily in the public agency. 


Policies Concerning the Use of Tax Funds 
for Nongovernmental Hospitals 


1 It is recognized that the provision of gen- 
eral hospital beds by local governments in the 
larger cities is generaly insufficient to meet the 
needs for free or low-pay hospital care; and that 
in the great majority of small cities and towns 
there are no governmental hospitals and these 
localities must depend on voluntary hospitals, in 
which a large investment for building and equip- 
ment has been made. 


2 It is recognized that the use of tax funds 
from local governments to pay voluntary hospi- 
tals for the care of the needy is a widespread and, 
under some local conditions, a reasonable policy. 


3 It is the unanimous belief that such pay- 
ment to hospitals should be on the basis of serv- 
ice actually rendered, and that payment in a lump 
sum or subsidy basis is undesirable. 


4 Public welfare officials will find it advan- 
tageous to deal with the hospitals of their com- 
munity jointly. The experience of local public 
officials indicates that this can best be accom- 
plished through the organization of hospital coun- 
cils within each community or political unit of 
sufficient size. Where, because of the smallness 
of the community or for other reasons, hospital 
councils are not practicable, public officials may 
wisely suggest that the local hospitals constitute 


January, 1939 


a committee to represent them jointly in confer- 
ences with public authorities. 


5 Public officials should recognize that good 
hospital service is increasingly complex and 
costly; that a high standard of care of patients 
is important and an ultimate economy, and they 
should appreciate the close relation of hospital 
service to general medical practice and to public 
health. 


6 The hospitals on their side should recognize 
the advantages of presenting a united front to 
the community concerning their needs; of avoid- 
ing internal dissension and competitive action 
which would lower standards of service. The 
public-spirited citizens on voluntary hospital 
boards should present their case to governmental 
officials without a competitive attitude and from 
the point of view of community needs. 


7 Both the public officials and the hospitals 
of each community should recognize that the rate 
of payment for service must be adjusted through 
conference, taking into account operating costs 
and other considerations which will vary among 
communities, and that no fixed simple formula 
controlling rate of payment can be generally ap- 
plied. 


8 Voluntary hospitals, through hospital coun- 
cils or otherwise, should cooperate with other 
community forces in an honest effort to control 
future expansion of bed capacity beyond com- 
munity requirements. Excessive new building by 
individual institutions has not infrequently led 
public officials to indicate that any payment to 
voluntary hospitals would tend to encourage fur- 
ther unnecessary expansion. 


9 In seeking payment from public sources, 
hospitals must recognize that the accepted policy 
today is to the effect that public funds should be 
expended through public authorities; that some 
inspection or supervision of accounts, procedure 
for charging, and admission of patients must be 
expected by voluntary hospitals when they are 
dealing with governmental units or requesting 
funds from them. 


10 The utilization of voluntary hospitals for 
the care of indigent persons at public expense 
requires, furthermore, encouragement by public 
officials and by the hospitals themselves of uni- 
form accounting systems and of standards, such 
as those required for the approved list of the 
American College of Surgeons.* 


II Hospital Standards 


Principles for the determination of standards 
which public authorities should apply for the 


*40 East Erie Street, Chicago, Illinois. 





admission of local nongovernmental hospitals 
to the list of those eligible to receive and be 
paid from public funds for the care of ~ 
needy persons 


Paragraphs 9 and 10 in the preceding section 
contain recommendations in regard to supervi- 
sion of hospitals and the imposition of standards. 
The American College of Surgeons regularly in- 
spects all general hospitals of 25 beds and over 
and publishes yearly a list of those which are ap- 
proved. Consequently, information as to whether 
or not a hospital meets the minimum standards 
of this organization is readily available. In com- 
munities in which an adequate number of beds 
can be furnished by hospitals on the approved 
list, hospitals not approved by the American Col- 
lege of Surgeons should not be utilized. Voluntary 
non-profit hospitals should be used as far as avail- 
able. Proprietary hospitals may be considered 
for use when local conditions require.** 


“It is taken for granted as a sound principle 
of public policy that in so far as governmental 
hospital facilities are available in a community, 
public funds for the hospital care of the sick shall 
be expended primarily in the public agency.” 


In communities in which the number of beds 
in approved hospitals is insufficient to meet the 
needs, representatives of the public authorities 
and of the approved hospitals may agree jointly 
as to the utilization of beds in unapproved hos- 
pitals, if the latte’ show a desire to improve their 
standards of orcanization and service and to sub- 
mit to supervision. In communities in which 
there are no hospitals on the approved list of the 
American College of Surgeons, the public authori- 
ties should seek professional advice from those 
informed about hospital standards, such as state 
or local hospital associations, the state represen- 
tative of the American College of Surgeons or the 
state or county medical societies. In some com- 
munities where there are no hospitals or where 
the existing hospitals provide a very inadequate 
type of service, publi¢ authorities have made ar- 
rangements to utilize beds in approved hospitals 
in adjoining counties or states. 


In communities wherein the number of ap- 
proved hospitals and beds is more than suffi- 
cient, additional requirements beyond the mini- 
mum standard of the College of Surgeons may 
be determined by the public authority after con- 
sultation with the hospitals in order to promote 
the best care and the most efficient administration. 


In those states and cities in which aid to vol- 


**Under voluntary hospitals may be classed all hospitals 
which are organized not for profit and which are not under the 
control of a division of government. Proprietary hospitals are 
those which are organized for purposes of profit. 
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untary hospitals from public funds has been most 
successfully administered, public authorities have 
expected that the participating hospitals meet 
certain minimum requirements. They have also 
required explanation of the methods of comput- 
ing costs and, when necessary, sufficient inspec- 
tion of records to ascertain that bills rendered 
are for the actual treatment of patients for the 
number of days indicated. 


Nongovernmental hospitals which receive pub- 
lic funds must expect that the public departments 
responsible will expect satisfactory standards of 
service; and also will take whatever steps are 
necessary to insure that the sums of money re- 
quired for this purpose have been spent economi- 
cally and in accordance with the procedures 
agreed upon by the two groups. Checking of 
accounts and inspection of records will, of course, 
be necessary. Comparable systems of accounting 
are desirable in order that costs may be more 
readily ascertained. The only hospitals which 
will resent such requirements are those which do 
not already conform to accepted standards. Util- 
ization of comparable methods of accounting will 
be advantageous to all hospitals because they will 
make possible comparative studies of services and 
costs of value to all concerned. 


The following statements of policy present the 
principles which underlie the discussion in the 
preceding paragraphs: 


1 Nongovernmental hospitals utilized for the 
care of persons at public expense should 
meet at least the minimum standards re- 
quired for hospitals on the approved list of 
the American College of Surgeons. Addi- 
tional requirements may be made by local 
action. 


In communities where the number of beds 
in approved hospitals is insufficient, the pub- 
lic authorities and the approved hospitals 
may agree jointly on the utilization of ad- 
ditional hospitals, provided these hospitals 
agree to conform to acceptable standards of 
service and to submit to inspection. 


In communities where there are no hospi- 
tals on the approved list of the American 
College of Surgeons, public authorities 
should seek professional advice from those 
informed about hospital standards of organ- 
ization and service, such as state or local 
hospital associations, the state representa- 
tive of the American College of Surgeons or 
the state or county medical societies. 


In communities without hospitals, public 
authorities should consider the possibility 
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of utilizing beds in approved hospitals in 
other cities or towns. 


The use of comparable systems of account- 
ing by the hospitals is a reasonable re- 
quirement and should be effected as soon as 
feasible. 


All hospitals should recognize that the gov- 
ernment authorities from which funds are 
received must make necessary inspections 
and will require reports of services and 
costs. 


III The Per Diem Rate 


Principles for the determination of the per 
diem rate of payment by public authorities 
to nongovernmental hospitals 


In the statement of general policy approved in 
1937 by the governing bodies of the American 
Public Welfare Association and the American 
Hospital Association, a major point (Number 3) 
was the following recommendation in regard to 
the method of payment to nongovernmental hos- 
pitals: “It is the unanimous belief that such pay- 
ment to hospitals should be on the basis of service 
actually rendered, and that payment in a lump 
sum or subsidy basis is undesirable.” Descrip- 
tions of hospital programs in various sections of 
the country indicate that the per diem method of 
payment is most generally utilized. The sum- 
mary of Nelle L. Williams’ study* of public wel- 
fare agencies and hospitals contains the follow- 
ing statement: “Though lump sum appropriations 
are still made direct to the hospital in a few 
places, it is significant that in two of the larger 
centers the hospitals and local officials report that 
these appropriations are the subject of discus- 
sion as to the possible desirability of discarding 
such arrangements.” 


Reports from both welfare and hospital sources 
show that problems such as the following have 
frequently arisen: 


1 Competitive bidding between different hos- 
pitals in the community to secure cases 
from welfare authorities. 


Selection of hospitals by welfare authori- 
ties on basis of low cost alone, disregarding 
quality to save money. 


Fear on the part of both hospital and wel- 
fare authorities that the other agency is 
attempting to drive a shrewd bargain. 


4 Disagreement between the welfare authori- 


*Nelle L. Williams, Public Welfare Agencies and Hospitals 
(Chicago: American Public Welfare Association, 1937.) 
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ties and the hospitals as to what constitutes 
a “fair” rate. 


Dissatisfaction on the part of the welfare 
authorities when the method of payment al- 
lows “extra” charges in addition to a fixed 
per diem rate. 


The principle of dealing cooperatively with the 
hospitals instead of bargaining with them indi- 
vidually was approved in Point 4 of the statement 
of general policy: “Public welfare officials will 
find it advantageous to deal with the hospitals 
of their community jointly.” There are also cir- 
cumstances when several public authorities may 
have to deal with one hospital, as when a hospital 
in one county or township receives cases from 
neighboring jurisdictions which contain no hos- 
pitals. Point 5 in the same statement of policy, 
emphasizes the necessity for recognizing that 
good hospital service is increasingly complex and 
costly and that high standards for the care of 
patients are essential. 


It must be recognized that considerable varia- 
tion in the costs of care for patients will be found 
even among hospitals in the same community. 
Size, percentage of occupancy, the predominant 
type of medical service offered, the economic 
groups of patients served, and the inclusion of 
the costs of professional teaching or research all 
affect per diem costs. Since the costs of caring 
for patients with chronic conditions are, after an 
initial period, generally lower than for acute 
cases, public officials may expect to pay and hos- 
pitals may expect to receive a lower rate for 
patients who remain in a hospital longer than a 


‘ certain period, such as sixty days. The difference 


between the acute and the chronic per diem rates 
and the determination into which category. special 
cases should fall (irrespective of length of stay) 
should be matters of local negotiation. 


In the interests of economy, measures should 
be established to control the length of stay in hos- 
pitals of patients who are paid for at public ex- 
pense. Such measures should include a review 
by a medical officer, or by a committee appointed 
by the public agency, of all cases hospitalized 
more than a specified period, as, for example, 21 
days, or of any case in which the length of stay 
is questioned. Authorization forms and bills for 
hospital service should, whenever legally possible, 
include the diagnosis; and agreements may be de- 
veloped whereby cases of the more usual condi- 
tions, such as appendectomy, herniotomy and ma- 
ternity, are routinely reviewed if they remain in 
the hospital beyond a specified period of time. 


Governmental authorities should appreciate 
that according to accepted hospital practice, it is 
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reasonable to compute length of stay as includ- 
ing the day of admission but not also the day .of 
discharge or death. 


Whenever locally feasible, patients should have 
choice among the hospitals which are available 
under the existing agreement. 


Hospitals cannot expect that the governmental 
authority charged with the expenditure of public 
funds will pay rates*based on the estimated costs 
of individual hospitals. Such a procedure would 
result in a different rate for each hospital, and 
local competition on a price basis. It is essential 
that a uniform rate of payment be utilized within 
a city, county, or other governmental area. A 
uniform rate for a whole state is not reasonable 
as conditions frequently vary widely among lo- 
calities. 


Because of differences in methods of cost ac- 
counting and in the allocation of overhead, the 
determination of the per diem cost of care is fre- 
quently difficult. This situation is particularly 
true in a hospital which offers varied classes of 
service. The adoption of uniform, or at least of 
comparable methods of accounting, is highly de- 
sirable. Under these circumstances the hospitals 
would be able to compute their costs on a similar 
basis. The system of hospital accounting officially 


adopted by the American Hospital Association, 
can be commended to all hospitals. The services 
of Sisters and others not receiving salaries but 
giving their full time to the hospital should be 
evaluated at a fair rate in determining operating 
costs. 


The per diem rate should be a flat rate includ- - 


ing all charges for necessary laboratory work, 
x-rays, special nursing, and other services. Ex- 
ception may be made of a very few unusually 
expensive services which occur infrequently. With 
this exception, the rate adopted should include all 
extra charges. Hospitals should recognize the 
great simplicity from the administrative stand- 
point made possible by a flat and inclusive rate. 
They should appreciate that the addition of spe- 
cial charges would require that governmental offi- 
cials, in the exercise of their responsibility for 
expending public funds, would have to review 
many cases in detail, inspect hospital records, etc. 


A fair per diem rate may be considered one 
which is neither as high as that of a hospital in 
which low occupancy or special services and pro- 
cedures result in proportionately higher costs, nor 
as low as that of a hospital rendering a poor qual- 
ity of service in which costs are below the average 
because of inadequate equipment and insufficient 
and ill-trained personnel. Cost estimates should 
not include interest on mortgages, on other obli- 
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gations or depreciation on buildings and equip- 
ment. 


The relations between state and local govern- 
mental authorities often need to be taken into ac- 
count. In general, state authorities should recog- 
nize the differing local conditions which exist 
within most states, and should recognize and en- 
courage agreements made by local officials with 
local hospitals. 


The following principles have been drawn up 
as a guide for both public authorities and hos- 
pitals in the establishment of harmonious co- 
operative relationships and the determination of 
fair rates of payment: 


1 The. voluntary hospitals in a community 
should agree to act jointly in all negotia- 
tions leading to payment by governmental 
authorities for the hospitalization of needy 
persons. Such joint action can best be 
achieved by a formal, or informal, commit- 
tee, composed of representatives of the vari- 
ous hospitals. In communities of sufficient 
size this may well be a permanently organ- 
ized hospital council. 


Public authorities, on the other hand, should 
adopt the policy of negotiating with hospital 
representatives as a group and should not 
treat with hospitals individually in setting 
the rates. 


Public authorities should bear in mind that 
needy persons are entitled to a high stand-' 
ard of care and that per diem rates must be 
high enough to permit this type of service. 


Public authorities should recognize that hos- 
pitals cannot assume the responsibility of 
caring for public patients if the remunera- 
tion for that care is too small to enable the 
hospital to maintain a satisfactory financial 
status. 


Community support previously received by 
hospitals and the amount of free service 
given in the years preceding the arrange- 
ments with public authorities, should be 
taken into consideration in determining the 
per diem rates and the allocation of cases. 
Voluntary hospitals should continue to seek 
community support on the basis of charita- 
ble service supported from voluntary funds. 


Each hospital should compute the costs of 
care for patients in so far as practicable on 
a basis of computation which is similar to 
that used by the other hospitals in the com- 
munity. 


7 Extra services should be included with the 


HOSPITALS 





exception of a very few unusually expensive 
services which occur infrequently. 


The hospital representatives should agree 
among themselves on a tentative uniform 
rate which they should present to the pub- 
lic authorities as a basis for negotiation. 


Governmental authorities, on the other 
hand, may be expected to request full in- 
formation concerning the methods of com- 
puting costs which led to the establishment 
of the proposed rate. 


IV Determining Financial Eligibility 


1 Agreements concerning eligibility for taz- 
supported hospital care should be developed 
through local conferences between public officials 
and representatives of hospitals and the medical 
professions. 


Maximum participation in working out plans, 
and mutual exchange of full information are the 
best possible insurance against claims on the one 
hand that persons who could afford to pay are 
being authorized for care at public expense, or 
on the other hand, that essential hospital care is 
being unreasonably denied to needy people. 


Situations involving misunderstanding, dupli- 
cate investigations, and the like, need not arise 
if the whole plan of admitting patients is ar- 
rived at by conference between all interests and 
agencies that are concerned. Steps should be 
taken to keep individual doctors and agencies 
fully informed regarding all procedures, includ- 
ing local laws and the exact methods followed in 
determining eligibility. 


2 The determination of medical need should 
be a medical responsibility. 


3 The determination of eligibility for care at 
public expense should be the responsibility of the 
governmental agency which authorizes the ex- 
penditure. 


4 Persons already accepted for maintenance 
at public expense should be eligible, without fur- 
ther investigation, for hospital care at public ex- 
pense. 


5 For the otherwise self-supporting, decision 
concerning financial eligibility for care at public 
expense should be reached by qualified persons 
after investigation and consideration of the fol- 
lowing factors in each individual case: 


(a) Pertinent Laws and Ordinances 
The acceptance of an individual for public care 
necessarily depends upon his eligibility under the 
provisions in state laws and local ordinances, as 
well as upon his financial status. Local or state 
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residence, for example, 1s often a prerequisite to 
assistance. Whether this assistance is rendered 
by state, by county, or by city authorities, may 
depend upon the type of service required. It is 
important, therefore, that the laws and ordi- 
nances relating to public assistance be familiar 
to hospital personnel as well as to public au- 
thorities. 


The principle that poverty alone shall not de- 
prive people of necessary medical care has been 
incorporated in the public welfare laws of many 
localities. Medical care is ordinarily provided for 
people who are unable to pay for such care at 
minimum rates without depriving themselves or 
their families of the basic necessities consistent 
with health and decency, and whose legally re- 
sponsible relatives are likewise unable to pay for 
such care. 


Hospital care at public expense should not in- 
volve a pauper status, nor should eligibility for 
such care require a pauper’s oath or its equiva- 
lent. 


(b) Budget sufficient to provide a standard of 
living consistent with health and decency 
according to the size and composition of 
the family 


To determine eligibility in a way that is fair 
both to the persons who may need care and to the 
taxpayers, a carefully worked out budget should 
be utilized. It must, however, be recognized that 
an illness requiring hospital care often arises un- 
expectedly and that the costs of such illnesses 
cannot be covered by a budget which would be 
sufficient for all the regularly recurring or pre- 
dictable expenditures of a family. 


The budget should be based upon the actual 
cost of meeting the reasonable requirements of 
health and decency in the particular community at 
a given time. It is essential that it be flexible, 
including the amounts required to cover essential 
needs for families of various sizes and age com- 
positions. It is also essential that the budget be 
revised periodically, as living costs change locally. 


(c) Family income and assets; liabilities 
and responsibilities 


The public official’s problem of determining 
which persons in his community he can legiti- 
mately authorize to receive hospital care at pub- 
lic expense is not essentially different from his 
problem of determining people’s financial eligibil- 
ity for other essentials, such as food, shelter, and 
clothing; although all concerned must realize that 
in addition to the people who require general re- 
lief, there are others with incomes that render 
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them self-supporting while in health, but are in- 
sufficient to meet the costs of hospital care. 


The public official’s decision as to whether a 
family has sufficient resources to meet a minimum 
budget should rest on a thorough social and finan- 
cial investigation conducted by competent social 
workers. The investigation should include a rea- 
sonable check of all financial resources of the in- 
dividual and the family, including not only cur- 
rent earnings, but insurance, bank accounts, real 
estate, etc. Present and future employability 
should also be considered. 


An intelligent decision as to whether people 
can really meet their own essential needs, includ- 
ing hospital care, cannot be entirely subjected to 
rule of thumb methods. For example, the owner- 
ship of property is not by itself evidence that a 
family can meet its own needs. This would de- 
pend upon the actual equity in property and 
whether money or credit could really be obtained. 
Likewise, ownership of an automobile may be 
necessary to the individual’s employment or that 
of a member of his family. 


It should be borne in mind, moreover, that ex- 
haustive investigation may sometimes be more 
costly than the results would justify. 


Duplication of investigation by more than one 
agency should be avoided. When a responsible 
voluntary social agency with acceptable standards 
has already determined that an individual is eligi- 
ble for general relief, there should ordinarily be 
no question about financial eligibility for hospital 
care at public expense. 


(d) Probable cost of the necessary diagnosis 
and treatment 


In order to determine eligibility for care at pub- 
lic expense it is necessary to take into account the 
cost of needed hospital care, including physicians’ 
services, if these are to be met by the patient him- 
self. The estimate of cost must be based on a 
medical opinion of the nature and probable dura- 
tion of the illness and the kind and probable 
amount of treatment required. Conference be- 
tween the physician and the social worker in de- 
termining eligibility will promote closer correla- 
tion of medical and social treatment. 


6 Hospital care at public expense should be 
authorized on an individual case basis by the gov- 
ernmental agency responsible for payment. 


As far as practicable, no patient whose care is 
to be a charge on public funds should be admitted 
to a hospital without the prior authorization of 
the public agency responsible for his support. 
Public officials should recognize, however, that 
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bona fide emergencies occur which make prior 
authorization an impossibility. 


Unless all details are prescribed by law, a pro- 
cedure covering the admission of emergency cases 
should be worked out by joint conference between 
the public official, and representatives of the hos- 
pitals and the medical professions. Such a pro- | 
cedure would probably call for notification of the 
public official within a fixed period after admis- 
sion of the emergency case. The acceptance of 
such cases would depend upon the results of the 
subsequent investigation. Future misunderstand- 
ings can be avoided by working out a general 
definition of emergency care and reaching an 
agreement as to the types of cases which can jus- 
tifiably be admitted without prior authorization. 
The question of whether an individual case is 
emergent is necessarily determined by the phy- 
sician responsible for the patient. 


A mutually satisfactory procedure should also 
be worked out for referring for investigation of 
individuals who enter hospitals as pay patients, 
but who cannot meet their payments because of 
the unexpected duration of illness or for other 
reasons. In some of these cases, evidence may 
point to eligibility for public care. Such circum- 
stances may call for the acceptance of these cases 
for payment from public funds from the date of 
admission, subject to the results of investigation. 
Careful admitting by hospitals with full consider- 
ation of the social and economic situation of each 
patient should reduce such requests for retroac- 
tive authorization to a minimum. 


Whatever plan is adopted for referring cases 
already admitted, hospital authorities should be 
scrupulous in referring to public officials only pa- 
tients who there is real reason to believe may be 
legitimately paid for from public funds. If the 
hospital should slip into the habit of routinely 
referring every patient who does not pay his own 
bill, the public official would soon come to believe 
that his office is being used as a collection agency 
for the hospital. A help in avoiding this source 
of difficulty is the use of a reference form on 
which the hospital inserts the evidence at hand, 
pointing towards the patient’s eligibility for 
public care. 


Public officials should recognize that the hospi- 
tal would be within its right in refusing to accept 
a case for payments from public funds if there 
is proof that a patient could afford to meet the 
cost of his own care on a private basis. 


Hospitals and out-patient departments have 
had long experience in determining eligibility for 
free hospital and clinic care and have developed 
standards of determining eligibility which can be 
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studied to advantage by public officials. A sum- 
mary of these standards and of the -outstanding 
studies of ability to pay the costs of sickness was 
published in 1928 as a report of the Out-Patient 
Committee of the American Hospital Association.* 
The introductory section of this report also made 
reference to the standards of out-patient work 
adopted by the American Hospital Association in 
1926 and quoted the following two paragraphs 
relating to the admission of patients: 


“In determining the admission of individual 
cases to an out-patient clinic, three factors need 
to be looked into with due consideration of local 
community conditions; namely, the income of the 
patient or family, the size and responsibilities of 

1American Hospital Association, Report of the Committee on 


Out-Patient Work. Bulletin 73. Chicago, Illinois, 1928; pp. 
8-10, and 1. 


the family according to a reasonable standard of 
living, and the character and probable cost of 
adequate medical treatment for the disease or 
condition found. 


“The gathering of social and financial informa- 
tion necessary to determine admission under the 
above policy should be performed by a person 
with training in social work.” 


The Joint Committee— 

Michael M. Davis, Ph.D., New York City—A.H.A., 
Chairman. 

Robert T. Lansdale, New York City—A.P.W.A. 

Rev. Joseph S. O’Connell, New York City—A.H.A. 

George O’Hanlon, M.D., Jersey City, New Jersey— 
A.H.A. 

Stanton M. Strawson, Valhalla, New York—A.P.W.A. 

Gertrude Sturges, M.D., Wakefield, Rhode Island— 
A.P.W.A. 





Dr. L. C. Fischer Turns Over the Crawford 
W. Long Memorial Hospital to 
the Board of Trustees 


Dr. L. C. Fischer has turned over the Craw- 
ford W. Long Memorial Hospital, Atlanta, 
Georgia, to the Board of Trustees, consisting of 
prominent Atlanta citizens, for incorporation as 
a charitable non-profit institution to be devoted 
to the care of the patients of small means. 


The preperty is valued at $700,000. The first 
of the present buildings was opened in 1911, and 
a large addition was built in 1922. In 1931 the 
name was changed from the Davis-Fischer Sana- 
torium to the Crawford W. Long Memorial 
Hospital as a memorial to Dr. Crawford W. Long, 
the famous Georgia physician. 


Dr. G. T. Notson Resigns 


Dr. G. T. Notson, superintendent of the Meth- 
odist Hospital, Sioux City, Iowa, has resigned 
after eighteen years of service with that institu- 
tion. Previous to his becoming connected with the 
Sioux City Hospital, Dr. Notson was for six years 
executive secretary of the Mitchell State Hospi- 
tal, Mitchell, South Dakota. 


Dr. Notson’s career has been a varied one. He 
promoted, built, organized, and directed two 
Methodist Episcopal Church hospitals. For seven 
years he was publisher and editor of a country 
newspaper; for the following eighteen years he 
served Methodist pastorates, four years of which 
he was superintendent of the Huron District 
Methodist Conference, and for the last twenty-five 
years he has dedicated his efforts to the admin- 
istration of hospitals. 


Dr. Notson is one of the best known hospital 
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administrators in the middle west; he was promi- 
nent in the development and organization of the 
Protestant Hospital Association, the Iowa State 
Hospital Association, and has long been a leader 
in the work of the American Hospital Associ- 
ation. His activities in the field of public welfare 
outside of his hospital work have been partic- 
ularly noteworthy. 


The two fine hospitals which have been built 
and operated through his individual efforts stand 
as living memorials through the energy and abil- 
ity which he has displayed in the hospital admin- 
istrative field. 





SUBSCRIPTIONS TO 
HOSPITALS 


The annual subscription price to HOS- 
PITALS is $2.00, and is included in the 
payment of annual dues for each institutional 
and personal member of the Association. 
Members may order additional subscriptions 
at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 























eral hospitals in New Jersey is afforded 

through the Hospital Statistics Service of 
the New Jersey State Department of Institutions 
and Agencies, which is based upon a simple 
monthly reporting system, covering sixty-five gen- 
eral hospitals with a total capacity of 9,000 beds 
representing 63 per cent of the state bed capacity 
of public and private general hospitals.** 


fj RECORD of the current services of gen- 


The form used on which the individual hospitals 
report their monthly service and financial figures 
is reproduced herewith: 


PLEASE RETURN TO: 


DIVISION OF STATISTICS AND RESEARCH, 
DEPARTMENT INSTITUTIONS AND AGENCIES, 
TRENTON, NEW JERSEY 


HOSPITAL SERVICE SUMMARY FOR THE MONTH 


see weer er ees eeee 


Name and location of hospital...i..00sccccccessecesoes 
I Patients admitted and patient days 









— —— — 

. . admitted rendere 

Classification daring during 
month month* 








Private patients 





Semi-private patients 





Ward patients 














TOTAL 











*New born infants are to be included as patients and classified 

as to type of service received by mother. 

II Total receipts from ALL PATIENTS Bs neberes 
III Ward receipts directly from Ward Patients $......... 
IV Current operating expenditures Ds 5s aoe 

V New out-patient admissions 
VI Total out-patient visits 

VII Patient bed capacity, including bassinets 


eeeeeeeese 





*For two illuminating articles commenting upon the problems 
of general hospitals in New Jersey see: ‘Hospital Economics— 
Social and Economic Influences Upon General Hospitals,’’ 
HOSPITALS, July, 1936; and ‘How Shall the Hospital Develop 
to Meet the Demand of the Future?’, HOSPITALS, October, 
1937, by Dr. William J. Ellis, Commissioner of the Department 
of Institutions and Agencies, Trenton. 
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Trends in General Hospital Services 
in New Jersey: 1929-1937" 


EMIL FRANKEL 







The Author 


@ Emil Frankel is the Director of the Divi- 
sion of Statistics and Research of the 
Department of Institutions and Agencies of 
the State of New Jersey, Trenton. 








Hospital Admissions 


The annual trend in in-patient admissions of 
forty representative New Jersey General Hos- 
pitals (excluding governmental and special hos- 
pitals) during the nine-year period 1929-1937 is 
illustrated by the following figures: 





—Ward Admissions— 


Total Number Per Cent 
In-patient of Total 
Year Admissions Number Admissions 








teeter ratpoee 94,940 54.4 
J pane or 162,438 93,405 57.5 
MOUS «5's ate dca 157,382 93,728 59.6 
UII ss wis cieie seo 154,275 93,955 60.9 
So eee ew 150,982 92,154 61.0 
MOS Wee 0 1t:b 0:8 ig 150,678 90,588 60.1 
DOE 6 oe sos oe 153,130 84,818 55.4 
TOGO 5: 5's/s-4'ioereie.e 149,375 79,616 53.3 
NOOO so donee ee 142,002 74,262 52.3 












The 1937 total hospital in-patient admissions 
mark the high water mark since 1929 and repre- 
sent an increase of 22.8 per cent when the 1937 
figures are compared with those of 1929. During 
the same period ward admissions have increased 
27.8 per cent. The relative proportion of ward 
admissions to total admissions has undergone 
changes in accordance with the shifting economic 
situation, a relatively lower per cent of ward ad- 
missions in prosperous years and relatively higher 
per cent in the depression years. 


The hospitals under 150 beds have had a larger 





**This service is aided by the Committee on Accounts and 
Statistics of the New Jersey Hospital Association composed of 
the following members: LeRoi A. Ayer, Cooper Hospital, Cam- 
den; I. E. Behrman, Beth Israel Hospital, Newark; Frank P. 
Gail, West Jersey Homeopathic Hospital, Camden; Dr. Ralph 
G. Glover, Associated Catholic Charities, Newark; F. Stanley 
Howe, Orange Memorial Hospital, Orange; Col. Charles B. 
Lloyd, Morristown Memorial Hospital, Morristown; W. Malcolm 
MacLeod, Elizabeth General Hospital, Elizabeth; Mary Mooney, 
Associated Catholic Charities, Newark; Dr. George O’Hanlon, 
Jersey City Medical Center, Jersey City; E. F. Schultz, Christ 
Hospital, Jersey City; Charles H. Young, Mountainside Hospital, 
Montclair; and Emil Frankel, Chairman. 


HOSPITALS 








share of ward admissions in their total admissions 
as shown by the following figures: 





Per Cent Ward Admissions 
of Total Admissions 
Hospitals Hospitals 
Under 150 Beds 
150 Beds and Over 


52.5 
55.8 








Hospital Patient Days 


The hospital patient days rendered in 1937 are 
the highest since the depression year of 1929 and 
show a continuous upward trend during the last 
four years. Between 1935 and 1936 hospital 
patient days increased 2.7 per cent and in the 
one-year span 1936-1937, 4.9 per cent. 





Ward Days——* 
Total Per Cent of 
In-patient Days Number Total Days 


2,041,804 1,233,477 60.4 
1,228,399 63.1 
1,236,590 65.2 
1,203,430 66.1 
1,156,215 ; 
1,137,026 
1,100,206 
1,019,219 
944,622 








PATIENT DAYS 
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PERCENT WARD PATIENT DAYS 
OF TOTAL IN-PATIENT DAYS 
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With the bettering of the economic situation 
there is noticeable a decreasing proportion of 
ward patient days to total patient days. The ward 
patient days rendered amounted to 56.2 per cent 
in 1929, reached a high point of 66.1 per cent in 
1936 and have declined to 60.4 per cent in 1937. 


In 1937 the hospitals under 150 beds counted 
64.3 per cent of their total patient days as ward 
patient days while the hospitals with over 150 
beds counted 59.6 per cent. 


In the period before the depression the hos- 
pitals over 150 beds rendered a relatively larger 
proportion of ward patient days than did the 
under 150 beds hospitals. During the last four 
years the ward days in hospitals under 150 beds 
have been relatively higher. 





Per Cent Ward Days of 
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Average Days of Patient Stay 


The average days of hospital stay of all patients 
in 1937 are substantially the same as those of 
patients in hospitals in 1929, except that there is 
a slight decline among private and semi-private 
patients and a slight increase among ward 
patients. In 1937 the average days of hospital 
stay was 11.7 days for all patients, 10.2 days for 
private and semi-private patients and 13 days for 
ward patients. 





Average of Days of Patient Stay—— 
. Private and 
All Ward 
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Co nae aS 11.7 10.4 12.5 
jh | aera errors 11.8 10.6 12.6 
RMU G6: acts: eisiwiolns 12.0 10.9 13.0 
BOS ia sc'cinin's Be a's 11.9 11.0 12.8 

Divietee naa ere 11.8 10.9 , 












































60 


80 
1929 )=—- 1930 1931 1932 1933 1934 1935 1936 1937 


0 VOLURTARYT GESERAL mOSPITALS 


The following figures illuminate quite tellingly 
how the patient’s capacity to pay for hospital ser- 
vices, Which in turn was influenced by the current 
economic situation, is reflected in the trend in 
private and semi-private as contrasted with ward 
hospital services. These are index figures of hos- 
pital patient days, the 1929 figures taken as base 
equalling 100. 














—RHospital Patient Days— 
Private and 

Semi-Private Ward 

Patients Patients 
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Private and semi-private in-patient days de- 
clined from an index of 100 in 1929 to 83 in 1933 
and climbed up gradually as we went out of the 
depression, the climb being especially marked 
during the last two years. The ward days show 
a continuous rise between 1929 and 1935 with a 
slight decline between 1935-1936 and again a 
slight increase in the year 1937. 
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Out-Patient Services 


The out-patient services show an unusual trend 
when admissions in relation to visits are viewed. 
The clinic admissions reached a high peak in 1933 
(62.6 per cent increase over 1929) the number of 
visits increased in somewhat similar proportion 
(70.8 per cent) during the same time. From 1933 
on the out-patient admissions show a considerable 
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decline, while the number of visits continued to 
remain at a high level. The explanation may be 
found in the fact that while fewer patients had 
to seek clinic services as we were coming out of 
the depression, the remaining number—largely 
the impoverished and the indigent—had to seek 
increasingly the services offered by the out- 
patient clinics. 





Out-Patient———— 
Admissions Visits 


775,510 
761,116 
779,428 
805,872 
844,660 
795,180 
675,420 
572,207 
494,428 








Total Hospital Costs and Patient Receipts 


The essential figures on current operating ex- 
penditures and receipts from patients covering 
thirty-nine general voluntary hospitals during the 
period 1929 to 1937 are given at the top of next 
column. 


The current hospital maintenance expenditures 
in the nine years 1929-1937 were the highest in 
1937, $10,142,846 as against $8,965,338 in 1929, 
an increase of 13.1 per cent. During the same 
period receipts from patients have increased 9.9 
per cent, from $6,326,732 to $6,954,665. 
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Receipts from Patients 
Per Cent 
of Expendi- 
Amount tures 


Current 
Operating 
Expenditures 





$10,142,846 
9,226,297 
8,854,414 
8,454,026 
7,777,092 
8,221,530 
9,100,495 
9,412,732 
8,965,338 


$6,954,665 
6,235,636 
5,502,595 
5,369,160 
5,028,298 
5,405,048 
6,340,170 
6,720,822 
6,326,782 





The receipts from patients amounted to 69 per 
cent of the current operating expenditures of the 
39 hospitals in 1937. Or expressing it in other 
terms the hospital deficit was 31 per cent, to be 
made up by incomes from contributions from gov- 
ernmental bodies and philanthropic agencies and 
income from endowment. 


The average daily per capita cost of 39 volun- 
tary general hospitals has gone up from $4.51 in 
1936 to $4.88 in 1937, but was still considerably 
below the high point of $5.58 in 1930. 
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The 1937 average daily hospital costs by dif- 
ferent sized hospitals of sixty general hospitals, 
including seven city, county and special hospitals 
were as follows: 





Cost Per 
Capita 
Number of beds 








All hospitals 
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Percentage of Occupancy 


The rate of occupancy of 41 general hospitals 
between 1929 and 1937 is shown in the following 





Rate of 
Occupancy 








In the total number of hospitals (62) reporting 
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during 1937 the larger hospitals have fared 
slightly better in the matter of bed occupancy 
than the relatively smaller hospitals: 





Rate of 


Number of beds Occupancy 





All hospitals 

250 beds and over 

150 to 249 beds 
75 to 149 beds 

Under 75 beds 

Special hospitals 





The seasonality in the use of the in-patient 
hospital services is indicated in the following 
monthly figures on the per cent of bed occupancy 
for each of the years 1935 to 1937. 
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New Kennedy Unit at Bradford Hospital 


H. P. VanARSDALL, A.I.A. 


ble through the interest and generosity of 

Thomas H. Kennedy, a philanthropic citizen 
Bradford, Pennsylvania, represents the first 
step in an extensive construction program, which 
contemplates the replacement of the older struc- 
tures of the hospital with a modern, 125-bed, 
multi-story building. 


Te new Kennedy Unit, a building made possi- 


The present hospital is located on a southerly 
sloping plot at the base of a low mountain range; 
1 quiet and peaceful location, with magnificent 
vistas in all directions. 


The plan of the original institution conforms 
to the archaic scheme of the “separate pavilion 
type” of hospital, with isolated ward units, sur- 
gery, kitchen and dining hall, administration 
building, etc., all connected by underground tun- 
nels and enclosed promenade passages. This pure 
pavilion type of block plan is now gradually being 
supplanted by the single multi-story block struc- 
ture housing all departments, save a few, under 
a single roof. 


In the development of the plans for the new 
Kennedy Unit and for the ultimate hospital 
scheme, many puzzling problems arose, which re- 
quired solution, such as: (a) the method of con- 
tinuing the operation and servicing of the old 
buildings while the new unit was under construc- 
tion, (b) the scheme of coordinating the new unit 
with the old remaining buildings while planning 
it to form and function as an integral part of the 
future multi-story structure, (c) the system of 
combining temporary and permanent sewer, wa- 
ter, steam, gas, and electric lines to serve the 
present, new, and future buildings, (d) the plan 
of accommodating differences in floor levels to 
the present, new, and future buildings, (e) and 
many other problems. Needless to say, that sat- 
isfactory solutions were found for all, as the 
new unit was dedicated and placed in operation 
on October 12, 1938. 


To R. F. Hosford, superintendent of the hos- 
pital, is due great credit for his untiring efforts 
in the development of the project, in ably assist- 
ing the architects, and for expeditiously directing 
the building operation. 


The future hospital, as now planned, will be 
in the form of the letter T, with the T-head’s long 
axis extending east and west, and the tail extend- 
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ing to the north, forming the new unit just 
completed. 


The new unit, the plans of which are illustrated 
herein, is 42 feet wide by 80 feet long, with an 
offset section 15 by 40 feet, forming the connec- 
tion to the present administration building (and 
to the future building). The unit is three stories 
high, with a full basement, constructed fire-re- 
sistive throughout with reinforced concrete frame 
and floor slabs, and with enclosing walls of light- 
buff, impervious brick. The architectural style, 
of modern type, is simple and dignified. 


The plan of the basement is not shown, as its 
space will not be assigned until the future sec- 
tions of the hospital are constructed. 


First Floor 


The first floor houses the x-ray and deep ther- 
apy department, orthopedic and fracture, and the 
physical therapy section. The x-ray department 
includes a réentgenologist’s office, film viewing 
room, radiographic room, developing dark room 
and light lock, toilet room, control room, deep 
therapy room, storage closet, and a space-saving 
arrangement whereby the high tension trans- 
formers are comfortably housed in the ceiling 
area above the rooms between the radiographic 
and therapy rooms. 


Interior walls and doors of deep therapy and 
x-ray rooms are insulated with sheet lead linings 
to protect other portions of the hospital from 
harmful rays. 


Observation panels of control room doors are 
glazed with lead-glass of the equivalent protec- 
tion of the lead wall linings. 


All rooms, except office and deep therapy rooms, 
have their doors equipped with light lock thresh- 
olds, and their windows arranged with light-proof 
shades. 


The dark room is furnished with a developing 
sink, utensil sink, film dryer, long work space, 
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metal cabinets for unexposed films, light-proof 
pass-box, and safe-lights. The adjoining viewing 
room is arranged with sliding doors in the parti- 
tion so that films may be removed by the techni- 
cian from the dryer (which extends through 
viewing room partition) without having to go into 
the dark room. 


The fracture and orthopedic room, across the 
corridor from the x-ray department, is 13 feet 
wide by 1514 feet deep. The floor is of white ter- 
razzo, equipped with hospital metal grid for the 
disposition of static electricity. Walls for a 
height of 514 feet are wainscoted with cushion- 
edged pure white matt glazed tile, and above the 
wainscot all wall and ceiling surfaces are of 
smoothly troweled plaster. White floors and walls 
were employed to lessen the unsightly appearance 
of the room caused by splashing of plaster-paris. 
The room is equipped with a large plaster-sink, 
instrument sterilizer, built-in film illuminator and 
surgical dressing case, fracture table, shockproof 
mobile x-ray unit, and operating room lighting 
unit. 


The remainder of this floor is taken up with 
the physical therapy department, which is ar- 
ranged with a small public waiting room, an of- 
fice, a section for electro-heat and light therapy, 
and a section for massage-hydro and steam ther- 
apy. Massage and lamp treatment cubicles have 
partitions of the flush metal type, while all other 
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areas have marble or matt-glazed tile wall sur- 
faces. Equipment, such as the continuous-flow- 
bath, therapeutic shower, whirlpool-arm-bath, 
etc., is of the most modern type. 


As this new unit is servicing all of the old hos- 
pital wards, temporary passages were provided 
at corridor ends, as shown on first floor plan. 


Second Floor 


The second floor is devoted entirely to surgical 
work, and is arranged with two large major op- 
erating rooms, each 16 by 1914 feet in size; minor 
operating room, cystoscopic room, sterilizing 
rooms, supervisor’s office, scrub-up spaces, instru- 
ment room, sterile dressings room, nurses’ work 
room, utility and locker and shower rooms for 
doctors and nurses. 


Major operating rooms are designed with ter- 
razzo (green) floors, equipped with hospital met- 
al-grids, properly grounded to water lines to pre- 
vent explosions of anesthetics by static electricity. 
Wall wainscotings are of matt-glazed tile, in a 
willow-green color. Remainder of wall and ceiling 
surfaces are smooth plaster. The surgical lamps 
are of the counter-balanced, suspended ceiling 
type, with 36-inch diameter domes, operated by 
means of non-sparking wall switches, and ar- 
ranged for dial regulation of light intensity— 
1,000, 1,500, or 3,000 foot candles. Other electric 
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work consists of a ceiling light for general illumi- 
nation, film illuminator, convenience receptacles, 
and emergency lighting. 


Minor and cystoscopic operating rooms are sim- 
ilar in design to the major operating rooms, but 
are equipped to suit their particular needs. 


Between each pair of operating rooms, there is 
provided a surgeons’ scrub-up space, arranged 
with wall-hung sinks, elbow-action mixing valves, 
and twin soap-dispensers. 


The large work room for nurses, on this floor, is 
equipped with wall cabinets, stainless steel work 
counter, and bulletin board. Adjoining is a utility 
room, furnished with wall cabinet, disposal sink, 
and kitchen sink. The sterilizing space just off 
of the nurses’ work room has one 3-gallon-per- 
hour water still, one 16 by 24-inch pressure in- 
strument sterilizer, one 20 by 48-inch pressure 
dressing sterilizer, one pair of 15-gallon water 
sterilizers—all of the built-in type; space for a 
future dressing sterilizer, and one wall bracketed 
non-pressure 9 by 10 by 20-inch instrument steril- 
izer. Between the two major operating rooms is 
an additional sterilizing room with 1 pair of 25- 
gallon water sterilizers and one 16 by 24-inch 
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pressure instrument sterilizer, and a utensil and 
instrument sink. 


Third Floor 


The third floor, now unfinished, will later house 
the obstetrical department and nursery, and re- 
quires no explanation since its appointments and 
finish will be similar to the surgical section on 
the second floor. 


General Construction 


The exterior windows throughout are of metal 
with double hung sliding sash, and on the inside 
of each window opening there are provided wood 
casement sash to prevent condensation from the 
air-conditioning system. Sash and doors in the 
hydrotherapy section, which are subjected to 
steam and constant moisture are of bronze (to 
prevent corrosion). Interior partitions are of 
4-inch thick hollow tile, plastered; shelving, cab- 
inets, cases, blanket and warming closets are of 
heavy gauge metal with an enameled finish; door 
frames are of the flush metal type, cut 6 inches 
short at the bottom of jambs, to permit the con- 
tinuation of the terrazzo base through the door 
opening; doors to stair halls, elevator, and com- 
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municating passages are of enameled hollow metal 
—all others are of the flush wood veneered type 
and equipped with hospital hardware; window 
sills or stools are of marble; wainscotes are of 
matt-glazed tile; floors, in general, are of terrazzo 
with wall bases of the same material; in corridors 
projecting terrazzo wall bases are used to prevent 
damage to the walls by passing movable units; 
floor centers in lobbies and corridors are of 
asphalt tile; and walls and ceilings are painted 
in soft, pleasing colors. 


The elevator is the full automatic electro-mag- 
netic switch type, operated by push-buttons in the 
car and at the landings, and making automatic 
landing stops. It has a lifting capacity of 2,500 
pounds at a speed of 150 feet per minute. The 
car and hatch door are of sufficient size to accom- 
modate a stretcher or fracture bed. 


The heating system is of the low pressure 
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steam type, with automatic temperature regula- 
tion. There is a general exhaust system for 
rooms requiring ventilation, and an air supply 
and conditioning system for each floor. 


The electric wiring system includes power wir- 
ing for x-ray units, lighting systems, emergency 
lighting system, signals, clocks, and telephones. 


Cost Data 


a Building contains 227,318 cubic feet. 


b Building as built (omitting cost of finishing 
basement and 3rd floors, and air conditioning 
equipment), cost 56 4/5 cents per cubic foot. 


c Building as designed (based upon the original 
bids) and finishing all floors, except base- 
ment, but including air-conditioning equip- 
ment, would have cost 66 3/5 cents per cubic 

- foot. 
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Hospital Extension Services 


SAMUEL PROGER, M.D. 


HE problem of supplying the best available 
Teste care to non-metropolitan communities 

is indeed complex. This report will be con- 
fined only to certain aspects of this problem which 
have been developed in Maine by the Bingham As- 
sociates Fund. 


The Bingham Associates—Who they Are and 
What They Do 


The plan of the Bingham Associates is broadly 
designed to attempt to diffuse into small commu- 
nities the medical advantages of a.metropolitan 
center by direct and indirect contacts between 
these elements arranged on a permanent working 
basis. It is intended that small communities main- 
tain their opportunities for independent work but 
that this work be integrated with that of larger 
centers. Unquestionably, many of the benefits of 
medical advances ultimately reach small commu- 
nities under almost any circumstances. At pres- 
ent, however, this dissemination is haphazard, 
irregular, and slow. It is our hope to establish 
regular and directed channels for the transmis- 
sion of medical developments. In accordance with 
these principles a model has been established 
which involves the New England Medical Center 
and Tufts Medical School in Boston as its medical 
school-hospital central base, the Central Maine 
General Hospital in Lewiston, Maine as its sub- 
sidiary center, and community hospitals in Bath, 
Brunswick, Rockland, Augusta, Rumford, and 
Skowhegan as its smaller affiliated units. These 
community hospitals are all within a radius of 
eighty miles of Lewiston and are easily acces- 
sible by train or automobile. 


The manner in which these hospitals of vari- 
ous sizes become effective cooperating units can 
best be described by a brief resume of our pres- 
ent program of extension services, these services, 
being in the fields of laboratory work, radiology, 
pathology, and electrocardiography. 


Laboratory Service 


Technicians in smaller community hospitals 
work generally without supervision and they have 
no stimulating contacts in their own field of work. 
Under these circumstances, and after long con- 
tinued isolation, it is only natural that the qual- 
ity of their work may suffer, and, obviously, they 
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are not likely to be well informed concerning con- 
stantly developing new tests and methods. De- 
signed to meet this need, the laboratory program 
operates as follows: The technician in each com- 
munity hospital spends one month of each year in 
the Central Maine General Hospital in Lewiston 
performing routine laboratory duties there under 
the active supervision of a full-time pathologist. 
A second month each year is spent in the labora- 
tories of the Tufts Medical School and New Eng- 
land Medical Center where instruction is given 
in new methods and procedures, and where tech- 
nique is further improved. Thus, it becomes pos- 
sible for the community hospitals affiliated in our 
program to employ the newest laboratory tests 
and techniques at least within one year after they 
have been instituted at a medical school-hospital 
center. To the degree that supervision and in- 
struction are essential for best results, our pro- 
gram for laboratory aid to smaller community 
hospitals appears to be adequate. 


Pathological Service 


The pathological service is organized in the fol- 
lowing manner: Each community hospital is ex- 
pected to send all of its specimens routinely to 
the pathologist in Lewiston, who submits a report 
to the hospital. He also has the opportunity, in 
all questionable cases, of consulting with Dr. H. 
E. MacMahon, Professor of Pathology at Tufts 
Medical School. In this manner the professor of 
pathology is available to all the smaller hospitals 
on those cases in which his special knowledge 
would be of benefit, whereas the routine work is 
adequately handled through Lewiston. The path- 
ologist at Lewiston is also available for post- 
mortem examinations and clinical pathological 
conferences at the smaller hospitals. 


X-ray Service 


Under the arrangement for x-ray service, the 
radiologist at the Central Maine General Hospi- 
tal in Lewiston visits the community hospitals one 
afternoon or forenoon each week, at which time: 
he reviews with the local radiologist all the films 
of the preceding week, and performs what fluoro- 
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scopies may have been held over for him. He is 
also available at all times in Lewiston for inter- 
pretation of emergency films. We have arranged, 
through a fellowship, for the Lewiston radiologist 
to attend the weekly diagnostic x-ray conference 
at the Massachusetts General Hospital each 
Wednesday afternoon, where he has an oppor- 
tunity to bring a limited number of films for group 
consultations. Ultimately, therefore, the commu- 
nity hospitals have, through the Lewiston radi- 
ologist, this Massachusetts General Hospital con- 
sultation service at their disposal. In this manner, 
as in the pathological program, the Boston unit is 
utilized only for the purpose for which it can be 
most helpful, namely for unusual cases. 


Electrocardiogram Service 


As to the electrocardiographic program: In 
June of last year, a course of one week’s dura- 
tion in the interpretation of electrocardiograms 
was given in the New England Medical Center 
to representatives of the community hospitals se- 
lected by their own groups. The course was given 
without charge on the condition that the hospital 
purchase an electrocardiograph. Now from the 
community hospitals the local electrocardiogra- 
pher sends a copy of every tracing to the Lewiston 
electrocardiographer, whose reports then become 
available for check by the physician in the com- 
munity hospital. The tracings that are difficult 
to interpret are then sent from Lewiston to Bos- 
ton where the whole group of cardiologists is 
available for consultation when necessary. In 
this manner again the small hospitals have avail- 
able the best authorities on interpretation of 
electrocardiograms, when and as they are needed. 
At the same time the local small hospital electro- 
cardiographer is given constant opportunity for 
supervision and improvement. It has been our 
impression that small community hospitals should 
not have an electrocardiograph unless some satis- 
factory arrangement is made for the intelligent 
interpretation of the electrocardiograms. 


It is our hope to add services in dietetics and 
nursing along similar lines in the coming year, 
and to continue adding services as they may ap- 
pear desirable. The tentative plan, as far as die- 
tetics is concerned, is to have the dietitian act not 
only in the capacity of a hospital dietitian but as 
a community dietitian as well, working with the 
local health officer and local practicing physicians. 
The details of plans along this line and other lines 
are under consideration by an administrative and 
advisory group which includes the superintendent 
and a staff representative of each community hos- 
pital, the superintendent, director of laboratories 
and a staff representative of the subsidiary center 
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(Lewiston) and the author, as ex officio. All 
plans are presented to this Central Maine Bing- 
ham Associates Fund Committee for discussion, 
suggestions, and approval, thus assuring inter- 
ested cooperation and a practical appraisal of 
local special problems. 


As indicated above, the community hospitals 
surrounding Lewiston are geographically so sit- 
uated as to be easily accessible from Lewiston. 
Such a geographic situation, however, is not es- 
sential to the organization of a system of exten- 
sion services along the lines of our program. 
Given a subsidiary center around which com- 
munity hospitals may be widely scattered and as 
far as two hundred miles or so distant, it would 
be necessary to alter our present arrangements 
only as they concern the x-ray program. Under 
such circumstances, instead of having the radiolo- 
gist from the subsidiary center visit weekly each 
of the small hospitals as is now the case in Lewis- 
ton, it would be desirable instead to have the radi- 
ologists from the distant and scattered hospitals 
meet weekly at the subsidiary center, at which 
time the entire group could consult among them- 
selves about all of the films from all of the smaller 
hospitals. Such a weekly conference, with group 
discussions and a review of extensive material 
under the direction of the radiologist of the sub- 
sidiary center, would have obvious and consider- 
able advantages. The radiologist in the subsid- 
iary center could have available the medical 
school-hospital consultation group, as is now the 
case with the radiologist at Lewiston. If it could 
then be arranged for the radiologists from the 
smaller communities to spend about two weeks 
in each year doing postgraduate work in the 
teaching center, there would be wide diffusion of 
knowledge in radiology from the medical school 
center indirectly to the community hospitals 
through the subsidiary center, by means of the 
weekly conferences as well as directly from the 
medical school center to the community hospitals 
by means of the annual courses. 


With such a modification of the x-ray program 
our full present program of extension services 
could be established through a subsidiary center 
even though the community hospitals about this 
center were distant and scattered. 


It is clear that the medical school-hospital cen- 
ter is utilized only to the extent to which it can 
give special aid to the subsidiary center and com- 
munity hospital. For example, by employing the 
professor of pathology at Tufts Medical School 
only on such cases where his special knowledge 
is required, we can supply to each of the six com- 
munity hospitals around Lewiston the fullest ben- 
efit of his experience and yet, in the course of a 
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year, he would be required to devote no more 
time to the seven hospitals (Lewiston and the six 
community hospitals) than would be necessary 
were he to attempt to offer a full service to only 
one of the hospitals. Where the community hos- 
pitals have had no pathologist because they could 
not afford one, they now have, in effect, two—the 
one in Lewiston and the one in Boston. And, 
whereas the pathologist in the subsidiary center 
had less work than he could comfortably handle, 
and unsatisfactory opportunities for the stimulat- 
ing association with an academic center, he ‘now 
has greater material to work with and regular 
channels for academic contacts. To the extent 
that the subsidiary center can carry on its own 
work, therefore, it is given the fullest stimula- 
tion and help. 


Our program is intended to make possible more 
and better medical work by physicians in smaller 
communities. It is not intended to stimulate 
these physicians to send more patients to metro- 
politan centers. Instead of urging that a patient 
on whom an electrocardiogram might be desired 
be sent from a small community to a larger cen- 
ter where such a tracing could be better inter- 
preted, we urge instead that electrocardiograms 
be made in the smaller communities, but under 
conditions that compare favorably with those in 
the larger centers. It is our purpose, in the case 
of community hospitals as well as subsidiary cen- 
ters, not to take over their activities but to make 
it possible for them to utilize more effectively 
what services they already offer and to make it 
possible for them to supply additional services 
under the most favorable circumstances. 


In addition to purely hospital services, our pro- 
gram offers opportunities for clinical associations. 
A typical case will serve to illustrate: P.L., a 
patient in a small community some twenty miles 
from Lewiston, was found by Dr. H.B. to be suf- 
fering from a peculiar and vague chest pain. 
After exhausting the local facilities without being 
able to arrive at a definite conclusion, he called 
Dr. E.C.H., the leading internist of the Central 
Maine General Hospital in Lewiston. When Dr. 
E.C.H., in turn, was unable to make what to him 
was a satisfactory diagnosis, the patient was sent 


to the Pratt Diagnostic Hospital of the New Eng- 
land Medical Center. Incidentally, both Dr. B. of 
Gray, Maine, and Dr. H. of Lewiston, Maine, hav- 
ing taken postgraduate courses at the New Eng- 
land Medical Center through fellowships from the 
Bingham Associates Fund, were entirely familiar 
with the facilities and personnel of the Pratt 
Diagnostic Hospital. At the Pratt Diagnostic 
Hospital, because the case was unusually puzzling, 
various consultants were called, including lead- 
ing neurologists from both Tufts Medical School 
and Harvard Medical School. The patient was 
finally proved to have a spinal cord tumor. After 
correspondence with Dr. -B. of Gray, Maine, 
the patient was transferred to another hospital 
where arrangements had been made for a lead- 
ing neurosurgeon to operate. The tumor was 
successfully removed and the patient made a full 
recovery. 


This case illustrates clearly that our clinical 
services function in much the same manner and 
along the same general lines as the technical hos- 
pital services. The New England Medical Cen- 
ter serves in such a capacity as to make possible 
the fullest utilization by the affiliated hospital 
groups, of the clinical facilities which are avail- 
able in Boston, but only when these facilities are 
necessary. Potentially, the patient in Gray, 
Maine, has the same opportunities for the best 
available medical care as the patient in Boston, 
although he rarely needs to leave Maine. 


The foregoing brief discussion, describing as 
it does one of the aspects of the program of the 
Bingham Associates Fund through the New Eng- 
land Medical Center and Tufts Medical School, 
namely, the hospital extension services, can be 
summarized as it was introduced, with a state- 
ment of the purpose of the Bingham Associates 
Fund—that is, it is a broadly designed plan to 
attempt to diffuse into small communities the 
medical advantages of a metropolitan center by 
direct and indirect contacts between these ele- 
ments, arranged on a permanent working basis. 
It is important again to emphasize that it is in- 
tended that the small communities fully maintain 
and further develop their own facilities for inde- 
pendent work, but that this work be integrated 
with that of larger centers. 





Ernest G. McKay Goes to Tampa Municipal Hospital 


nicipal Hospital, Tampa, Florida, effective Feb- 
ruary 1. Mr. McKay succeeds Dr. D. L. Sprinkle, 
who accepted the position as head of the Depart- 
ment of Roentgenology of that institution. 


Ernest G. McKay, who for several years past 
has been superintendent of the Arnot-Ogden Me- 
morial Hospital, Elmira, New York, has accepted 
the position as superintendent of the Tampa Mu- 
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Social Aspects of Maternal and Child Health 
from Standpoint of Hospital Administrator 


RAY M. AMBERG 


tration of hospitals in the proposed program 

for the extension of Maternal and Child 
Health Services as described at the National 
Health Conference cannot be answered by con- 
sidering only that part of the program segregated 
under that title, but must of necessity bring into 
question other parts of the conference proposals, 
especially Recommendation II, which recommends 
the annual expenditure of some $146,000,000 to 
provide new hospitals in rural and urban areas 
and 500 health and diagnostic centers in areas 
unaccessible to hospitals. Because the extension 
of maternal and child health services is meeting 
with quite favorable acceptance by the medical 
profession—with only the caution that care and 
study should be given in adequate and sufficient 
manner to insure the best returns to society for 
the dip into the taxpayers’ pocketbook, it seems 
quite certain that we can look for an almost im- 
mediate growth in the activities which now sur- 
round the program as well as the addition of new 
projects to be added. 


Te: involvement of the problems of adminis- 


Place of the Hospital in the Maternal and 
Child Health Program 


Just how much care and study has been given 
to the place of the hospital in this program has 
not been revealed entirely. There seems to be a 
great deal of difference in opinion as to how much 
more is needed in the way of additional hospital 
facilities than the amount now available. The 
hospital is to be drawn prominently into the pro- 
gram of any extension of material and child health 
service, because its facilities for teaching, re- 
search, training of professional people, as well as 
for care and treatment of patients will be re- 
quested. 


The recommendation has been made and, I 
think, quite wisely, that caution and study be em- 
ployed. At the recent meeting of the American 
Pharmaceutical Association, held in Minneapolis, 
Minnesota, in August of this year, it was revealed 
during the discussion of the general program at 
the Washington conference that no consideration 
had been given to the place of pharmacy or the 
pharmacist in the program—certainly the place 
of medication in such a large program could not 


Presented at the American Hospital Association Convention, 
Dallas, Texas, September 28, 1938 


42 


The Author 
@ Ray Amberg is the Superintendent of the 
University of Minnesota Hospitals, Minne- 
* apolis, Minnesota. 





have been overlooked intentionally. I have not 
heard of any reason why the drug problem was 
omitted, but there must be some reason that has 
not been revealed. On the whole, members of the 
pharmacy association present at the meeting were 
quite satisfied to be left out of the picture and to 
be accorded the distinction of not being consid- 
ered. But I could not help but wonder as to the 
other recommendations as I sat through that 
meeting and in my mind I pondered as to whether 
or not the program had been as carefully studied 
as its proponents claimed. I do not wish to take 
issue with the program. Certainly there is need 
for better maternal and child care, and hospitals 
I know, will join in any program soundly con- 
ceived that will promote and safeguard the pub- 
lic’s life and welfare. 


The introduction of the portion of the commit- 
tee’s report dealing with the expansion of the ex- 
isting state cooperative program for maternal and 
child health gives the key for the hospitals’ place 
in this program by stating: “The most serious 
deficiency in the present maternal and child health 
program is the lack of provision for medical care 
for mothers and children who are so situated that 
they cannot obtain needed care without some form 
of assistance from the community. 


“The advances that have been made in scien- 
tific knowledge and professional skill in conserv- 
ing lives and health of mothers place upon us the 
obligation to find ways and means whereby the 
whole population can benefit from this knowledge 
and skill.” 


Further in Part I it states that: “Health Offi- 
cers report that many mothers, because of lack 
of funds, go without proper prenatal or hospital 
care,” also that “in most communities resources 
are limited for providing medical, nursing, and 
hospital care at the time of childbirth.” 


Lack of Rural Hospitals 


The committee also deplores the lack of rural 
hospitals, especially those with facilities for care 
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of mothers and small children, and states that 
“hospitals with special services for children are 
not well distributed geographically so as to be 
available for diagnosis and treatment of chil- 
dren in difficult cases.” Recommended are well 
equipped diagnostic centers, strategically situated 
to fill a great need. 


Hospital administrators are asking themselves 
how the program to meet the deficiencies of the 
present situation will affect: 


1 The number and distribution of hospitals 
and diagnostic centers and what effect there will 
be on their present scheme of operation. 


2 The government’s attitude toward the sup- 
port of the voluntary hospital that thus far has 
carried its share of the load. 


3 The training of professional personnel as 
carried on in hospitals; the curricula of schools of 
nursing and the provision of post-graduate courses 
for physicians and nurses; the training of medical 
social workers and medical technicians; the hos- 
pitals’ contribution to medical research. 


The question as to the expansion of the present 
number of available hospital beds and their dis- 
tribution brings forth the comment in an editorial 
in the September issue of HOSPITALS: “Forty 
per cent of the counties of the United States, or 
1338 of them, contain no registered general hos- 
pital, it was declared at the National Health Con- 
ference held in Washington July 18-19-20. That, 
too, is an apparently uncontrovertible fact from 
which it is reasonable to deduce that the nation 
is appallingly short of hospitals. But the Ameri- 
can Medical Association, through an accurate geo- 
graphic survey, has found that there is a regis- 
tered hospital within at least thirty miles of 98.5 
per cent of the population of the United States— 
“the counties which have no hospitals are practi- 
cally all found in the sparsely populated western 
states.” “Even for emergency and for isolated 
inhabitants, fast trains, good roads, and modern, 
well-equipped ambulances are making the distance 
in miles less important as year follows year.” 


The Catholic Hospital Association recently is 
quoted as “viewing with no little alarm the fact 
that with continued expansion and enlargement 
of expenditures for government controlled insti- 
tutions, there seems to have been no public ex- 
amination of this policy of expansion—so far as 
records indicate.” 


Dr. S. S. Goldwater, Commissioner of Hospitals 
of New York City is quoted from his address be- 
fore the National Health Conference as follows: 
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“The program calls for the creation at Federal 
expense or with Federal support of 180,000 gen- 
eral hospital beds. Thousands of general hospital 
beds are now vacant. Local or regional councils 
are now being formed to coordinate the activities 
of existing hospital units with a view to more 
complete utilization of existing but unused re- 
sources. These efforts should be intensified ; their 
success would materially reduce estimates of 
need.” 


Again Dr. Goldwater stated, “Hospital construc- 
tion for the nation has proceeded without Federal 
support at the rate of 25,000 to 30,000 beds per 
annum. Ten or twelve years ago our total hos- 
pital capacity was only about 700,000 beds; it is 
now well over one million beds.” 


Perhaps with justice, the rebuttal of the plan- 
ners for extension of maternal and child health 
facilities may answer that the number of beds or 
their location does not give a true picture of the 
special needs of their problems—beds for adults 
are not beds for crippled children, nor beds in 
mental institutions beds for maternal care. Dr. 
Hugh Cabot in appraising medical needs in the 
United States states in his well known volume 
“The Doctor’s Bill’: “In comparison with other 
countries, the supply of hospitals in the United 
States is reasonably adequate, but, like the other 
component parts of health service, they are not 
satisfactorily distributed. Moreover, there.is con- 
siderable evidence to show that the supply of hos- 
pital beds in some fields is inadequate; in other 
fields and some localities it is probably in excess 
of the requirement. Hospitals frequently have 
been built without previous study of the demand, 
or, still more frequently, built in excess of the in- 
come reasonably to be expected. It is probably 
true that in our enthusiasm to build hospitals, 
there has been grave lack of proper study of the 
demand—further hospital construction ought to 
be carried on with much more previous study and 
foresight.” 


How the Problem Varies 


Assuredly the problem varies with the facilities 
and programs as they exist in the various states. 
A knowledge of both the local and national situa- 
tion is necessary to appraise the needs—the prob- 
lem as it exists in Minnesota, where an average 
of 51.7 per cent of births are in hospitals, with 
87.3 urban births and 28 per cent of rural births 
having physician’s attendance and facilities of 
hospitals available, and where the very low ma- 
ternal mortality rate of 3 per 1000 live births was 
attained in the year past, is not the same as that 
in Alabama, with a very high maternal death rate 
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and where only one white woman in eight has 
either hospital or physician’s services. 


The use of averages and other scores does not 
always indicate the needs. Both the advocates 
and the opponents to more hospital beds for ma- 
ternal and infant care should prove the needs or 
lack of needs in their respective plans. 


Using Present Hospital Facilities 


Next arises the question as to the use of pres- 
ent facilities in the plan and what is to be the 
part of the voluntary hospital in the program. 
What, we ask, is to be the attitude of governmen- 
tal agencies toward voluntary hospitals that have 
_in the past contributed of their funds and serv- 
ices? The Catholic Hospital Association meeting 
in Buffalo, New York, last June, by resolution 
protested the expansion of hospitalization under 
Federal control. It was stated that the policy of 
the government might result in “undesirable, even 
harmful, standardization, in extravagance and 
waste, in inefficiency, and probably will undermine 
the civic spirit in communities when there should 
be an increased consciousness of the importance 
of adequate health care.” Quoting Hospital Top- 
ies for August, 1938: “While concerned with the 
economic, political, and physical aspects of the sit- 
uation, the group (meaning the Catholic Hospital 
Association) is even more concerned with the 
shift jn implied philosophical viewpoint, it was 
stated, under which charity is no longer respected 
as a Christian civic virtue, but despised as a van- 
‘ity of the bourgeoisie. The policy of the govern- 
ment to exercise control over the income of tax- 
payers, thereby assuming for itself the function 
of providing for the destitute ‘dries up the sources 
from which charity draws its resources, deadens 
community consciousness of citizens, and restricts 
the opportunity of the generous to practice the 
greatest of all virtues—charity,’ it was charged.” 


However, all hospital thought does not agree 
with the above and in an editorial in September’s 
Hospital Management we find: “Some hospital 
leaders fear that tax support for the indigent will 
discourage the charitably disposed, but we see no 
danger of this. Hospitals will always be called 
upon to perform services which cannot be sup- 
ported by tax funds, and we believe there will 
always be ample outlet for philanthropy.” 


Pennel and Mountin in the December, 1937, 
issue of HOSPITALS, writing on the “Financial 
Support of Non-Government Hospitals” point out 
that the recent Federal Business Census of Hos- 
pitals reveals that “Patients are given by non- 
profit agencies as the source of 71 per cent of 
their income, and for 91 per cent by the proprie- 
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tary group when general and special hospitals only 
are considered. The financial data submitted by 
hospitals show that those under voluntary control 
depend in very large measure on payment by 
patients for their support.” 


I am quite sure that the committee in stating 
“that recommendation is made for payment of 
public funds to defray the cost of hospital care 
for the needy” is sincere and intends to have done 
just as is stated, and that the facilities of volun- 
tary as well as public hospitals that meet the 
standards of care essential to the program will 
be used, where available, and payment for services 
rendered made upon a fair basis of cost. Avail- 
able present facilities have been calculated as the 
foundation for the extension of the program. 


Problem of Providing Professional Personnel 


The third problem of administrators will come 
through the providing of trained professional per- 
sonnel to consummate the plan—in the words of 
the committee “Increased opportunities for train- 
ing of professional personnel—medical nursing 
and medical social will be essential in order to 
provide qualified personnel to carry out the pro- 
gram. Additional centers for such training, espe- 
cially for postgraduate instruction, would have to 
be established.” 


In any plan involving the training of personnel 
for the care of the sick, the facilities of hospitals 
and health centers are part of the hub. To adapt 
the teaching program of hospitals to the ever ad- 
vancing march of research and investigation re- 
quires the annual expenditure of vast sums of 
money. Dr. A. J. Skeel, writing in September 
issue of the Modern Hospital entitles his article 
“Maternity Care Is Bound to Be Different.” Dr. 
Skeel points out the advances made through the 
application of knowledge gained in hospitals to 
the field of maternal care, and makes his predic- 
tions for the future. But what of the cost of an 
expanding teaching and research program? Surely 
hospitals will not be called upon to give to activi- 
ties outside their walls the required services and 
skill without return of the cost. November, 1937, 
the editor of HOSPITALS gives thought to “Who 
Pays the Bills?” and calls attention to the present 
problem of cost of training personnel: “Based 
upon the distribution of operating income, the pa- 
tient pays eighty-two per cent—is this heavy tax 
upon the paying patient equable or just? Is it 
economically sound, and is the hospital to assume 
the expense of educating the physician and the 
nurse, for the main reason that it is the only place 
where this education can properly be conducted? 
The hospitals use less than fifteen per cent of the 
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product of its medical and nursing education. The 
remaining eighty-five per cent goes immediately 
into the service of the public and outside the hos- 
pital. The great expansion in numbers of physi- 
cians and nurses in training in hospitals is not 
due to the need of hospitals for their services but 
to the requirements of the public.” In addition, it 
is noted that several millions of hospital funds are 
annually provided for the training of medical so- 
cial workers, dietitians, technicians and others. 


From my appraisal of the committee’s report I 
am quite certain that in their deliberations they 
have hoped to cover all costs and that the program 
of extension of education and research in this 
field will work no financial hardships on institu- 
tions participating. 





Summary 

Finally, to summarize what I have attempted 
to say, I wish to quote again from the editor of 
HOSPITALS, who says: “Partial facts and the 
theories derived from them are no basis on which 
to build so important a program as should de- 
velop from real coordination of health and wel- 
fare activities. The planners of such a program 
must be professional people who know the field 
and its manifold problems through having worked 
in it and helped in its development over many 
years. The hospital profession will not be found 
indifferent to any progressive ideas, but will en- 
thusiastically cooperate in formulating a well-con- 
sidered, scientifically-planned, program. Better 
than any outside individual or group, it knows 
the need for it.” 


Newer Concepts of Hospitals 


Dr. E. H. L. Corwin, eminent Executive Secre- 
tary of the Committee on Public Health Relations 
of the New York Academy of Medicine, in a re- 
cent address before the Chicago Heart Associ- 
ation, emphasized some thoughts which should 
appeal to the thinking person interested in the 
administration, financing, development, and per- 
manency of hospitals and institutions for the care 
of the sick. In speaking of the trend toward de- 
centralization of public health administration, 
Dr. Corwin said: 

“Planning is most desirable as a mental disci- 
pline; catastrophic when it becomes a fetish.” 


» « 


“T submit that nowhere in this country is either 
preventive or curative medicine carried out with 
that degree of efficiency which science and skilled 
techniques, on the one hand, and devotion and 
zeal on the other, should ensure.” 

» « 

“T submit that all other things being equal, the 
farther apart public health administration is kept 
from curative medicine, the better are their re- 
spective jobs done.” 

» « 

“IT submit that the time for independent dis- 

pensaries, or detached clinics, is past.” 
» « 

“IT submit that this form of organization of 
health work is going to replace the stereotyped 
political health department.” 

» « 

“IT submit that the distribution of Federal 
grants-in-aid or subsidies or whatever you wish 
to call them should be based not on population, 
but on recognized needs and on the financial ef- 
fort made by the various communities toward 
meeting their needs.” 
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“Because the public health authorities are at 
least thirty years behind the times in the mor- 
bidity classification of cardiovascular diseases, 
the public has no conception of the magnitude of 
the health problem which rheumatic fever pre- 
sents today.” 


» « 


“T submit, therefore, that the problem of con- 
valescent care, jointly with that of sub-acute and 
chronic disease, will be the chief concern of the 
hospital world of the next quarter of a century.” 


“T submit that the domiciliary medical and 
nursing care should be developed under non-po- 
litical auspices with the aid of the recognized 
medical bodies in each community, and should be 
administered as a part of that department in the 
civil government of the community which deals 
with the problems of the care of the sick. I main- 
tain, in other words, that whenever possible, it 
should not be administered by a social welfare, 
but by a medical department, although the eco- 
nomic standards of eligibility for medical relief 
should be laid down by the social welfare author- 
ities.” 

» « 


“T submit that without such a chart as pathome- 
try would supply, we shall never be able to deal 
with the problem of the care of the sick in an in- 
telligently informed manner.” 


» « 


“I submit that mutual aid, self-appraisal, self- 
criticism and the spirit of intelligent and in- 
formed cooperation are preferable to either com- 
pulsion or government interference, as expres- 
sions of mature civic responsibility.” 
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Continuity of Care in Tuberculosis 


HAROLD GUYON TRIMBLE, M.D. 


was shown to be an infectious disease, from 

1882 when Koch demonstrated the causative 
organisms, from the time when Biggs propounded 
the dictum that the way to wipe out tuberculosis 
was to provide an adequate number of hospital 
beds with strict isolation of the patients, from 
1887 when the first tuberculosis clinics as such 
were established by Sir Robert Philip, down to 
the modern application of collapse therapy and 
the many rapidly evolving technical procedures 
now used and still being developed. 


l SEEMS a long time ago that tuberculosis 


Approach to the Problem of Human Tuberculosis 


Rapidly, the whole problem of human tubercu- 
losis, as has long been the case with cattle, is be- 
ing approached in this country with the technique 
of the epidemiologist. The same general tech- 
nique that has been so successful in the con- 
trol of typhoid fever, to mention only one out- 
standing example. It is of interest in typhoid 
fever that the death rate showed a significant drop 
when patients were isolated and milk and water 
supplies controlled. But it remained at a rela- 
tively high level until finally, attempt was made 
to trace each epidemic to its source. Only when 
this technique was carefully followed did our pres- 
ent low rates come to prevail. 


When infection with tubercle bacilli was ubi- 
quitous, when Virchow’s dictum of “Everyone has 
a little tuberculosis” was true in Central Europe, 
any strict epidemiological approach to human tu- 
berculosis seemed impossible. The difference be- 
tween Vienna in 1890 and the United States to- 
day is very great in this regard when we have 
reports of large areas in the Midwest where the 
rural population shows less than 12 per cent posi- 
tive, and California, where college students aver- 
age 33 per cent positive, and many apparently 
normal adult groups average under 50 per cent 
positive to tuberculin. Furthermore, within the 
past decade a signal advance has come in stand- 
ards of diagnosis. No more are cough, sputum, 
haemoptysis, loss of weight, and fever considered 
the signs to suspect tuberculosis and the tubercu- 
lin test combined with some form of x-ray, when 
positive, is rapidly coming into general use for 
the detection of early active disease in contrast to 
physical examination alone. When we realize that 
from 5 to 12 times as much active disease is found 
in known contacts with a positive tuberculin and 
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thatthe known indigent group is the second reser- 
voir of supply of active tuberculosis followed by 
the three groups of young women, men in indus- 
try, and certain specific races (Negroes, Mexi- 
cans, Indians, and Filipinos), we know where to 
use our tuberculin and our x-ray to definitely find 
significant disease before it produces symptoms. 
With technical improvements in fluoroscopy this 
is becoming an important tool at a greatly reduced 
cost particularly for survey purposes. 


Role of the Hospital in the Treatment and 
Prevention of Tuberculosis 


What has all this to do with hospitals? Briefly, 
the thesis is this: first, the tuberculosis insti- 
tution is, and must be, the focal point around 
which any tuberculosis program must revolve; 
second, no hospital in itself can in any sense of 
the word do an adequate job in working out the 
tuberculosis problem of its community or, of any 
single patient if it remains in regal isolation. 
Even from a selfish point of view, if adequate case 
finding and proper follow-up is not being done, 
the long-time hospital results are bound to suffer, 
and finally if such services are not available or 
are not properly integrated, it is the business of 
the medical head of the institution to go out into 
the community and see that they are. 


Isolation and Education in the Control of 
Infectious Disease is Obligatory 


In the control of any infectious disease, ade- 
quate institutional care for a period of isolation 
and education, we believe, is obligatory. No ade- 
quate substitute has as yet been found in tuber- 
culosis. So-called ambulatory pneumothorax is 
certainly not the way to control infection in my 
opinion. And in our own practice, a period of 
adequate hospital care, a large part of which is 
purely for the patient’s education, is insisted upon. 


This is not a matter of dollars and cents be- 
cause some place between county hospital and 
private sanatorium each patient can be cared for 
at a price he can afford to pay—if anything. 
Eighty per cent of all the known tuberculosis in 
our country is indigent. The approach is some- 
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what different in various parts of the United 
States; in some areas only county or state insti- 
tutions are available, and all residents are eligi- 


ble without regard to finances. Private sanatoria 


can rarely exist in such places. In other sections, 
particularly the Southwest, the adequate accom- 
modations are mostly found in private institu- 
tions. It may be that a long step has been taken 
by the official approval of the United States Pub- 
lic Health Service of the plan announced at the 
Los Angeles meeting of the National Tuberculosis 
Association (worked out by a group under Homer 
Folks) by which Federal funds in very round 
numbers can be made available for the building 
of tuberculosis institutions. There has developed 
much opposition to this method of approach in 
certain quarters. This in itself may more quickly 
clarify the problem. 


Adequate Bed Capacity a Fundamental Factor 


In any event adequate bed capacity is funda- 
mental in tuberculosis control. In some areas no 
beds have been provided. Iy others, the beds are 
restricted to certain rage‘ groups only, which 
seems to me very unfortunate unless you can teach 
the tubercle bacillus he must multiply only in per- 
sons whose skin is a cert4in color. In other areas 
a goodly number of beds exist, yet the cry is ever 
for more and more. I know definitely that in 
some such instances the need is not for more beds 
but for a better integration of existing facilities 
resulting in a much shorter period of hospitaliza- 
tion with much more rapid turnover of patients. 
In our own area this was accomplished some years 
ago, resulting in a short time in a decrease of the 
average institutional stay from 11 months to 
slightly under 6 months. In other words the ef- 
fective size of the institutions was practically dou- 
bled—and this was not done at the expense of 
adequate medical care. I believe that the pa- 
tients’ medical care, already good, was substan- 
tially improved as judged by long-time discharge 
results. This was accomplished by putting clin- 
ics, hospital, and sanatorium under one adminis- 
trative head, making effective use of medical so- 
cial service, and expanding clinic service. Noth- 
ing new was created, nothing very different done, 
but by coordinated effort a better job was done in 
a much shorter time than had previously been pos- 
sible. To complete this picture there still re- 
main to be developed adequate public health fa- 
cilities. It looks as though these will be available 
in the near future. 


Centralized Control Is Necessary 


I have visited areas where excellent work was 
being done in some respects, but where for ex- 
ample a large city conducted its own public health 
and clinic system but whose patients were hos- 
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pitalized nearby in an institution under county 
auspices. Such was the personal animosity be- 
tween the otherwise excellent heads of these two 
groups and their respective staffs that one had the 
constant feeling that the patients who must be 
transferred back and forth were being ground 
between these forces of discontent—to the great 
disadvantage of the patient and at a terrific mone- 
tary cost to the area involved. Where possible 
centralized control such as under the Comptroller 
of Tuberculosis in Detroit, or under the Health 
Officer in San Francisco, and other places, makes 
for continuity of care. Many boards of super- 
visors, being what they are, boards of directors 
of tuberculosis associations being constituted 
somewhat the same, it seems comparatively easy 
to get considerable sums of money for concrete 
objects that one can put their hands on, that are 
tangible, and that can be pointed to with pride. 
I refer to buildings as such. It seems infinitely 
harder to get much smaller sums for what are to 
the layman abstract ideas such as adequate nurses 
for contact examinations and- institutional dis- 
charge follow-up. The results from these are in 
the long run negative ones, being evident in 
diminished mortality and morbidity statistics and 
satisfying charts with steadily dropping curves. 
It is a bit difficult, however, to take visiting 
celebrities, or local persons of influence, to lunch 
on charts and statistics. The local tuberculosis 
institution, usually a short and pleasant distance 
away in the surrounding country furnishes much 
more satisfying fare for the inner man. 


Public Relations and Tuberculosis Needs 


For those and many other reasons, the medical 
head of the local tuberculosis institution is in an 
enviable position to develop public relations and 
to gradually educate his medical and lay public 
as to tuberculosis needs. 


Contrast the usual tuberculosis hospital, with 
its 85 per cent far-advanced patients on admis- 
sion, to the figures of Mt. McGregor, the Metro- 
politan Life Insurance Company Institution, for 
example, where for 1936 only 8.5 per cent were 
far-advanced. This does not just happen. These 
Mt. McGregor figures are the result of years of 
intensive case finding—a special case I will ad- 
mit—but it shows what can be done. What a 
pleasure it must be to treat such patients. How 
many of us spend weeks and months trying to 
accomplish what seems the impossible. The only 
satisfaction being that sometimes it can truly be 
done. 


For the sake of the institution then, if for no 
other, adequate case finding programs must be 
functioning. Suppose this is the job of the local 
health department, the tuberculosis association, 
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the city clinics, the schools, or what not? Due to 
his position, the sanatorium head can frequently 
point out those needs and help arrange the details 
of their functioning. If necessary, to start them 
himself and carry through to such time as they 
can be turned over to the proper agency, and at 
that time not hesitate to let go, always providing 
for continuity and integration. 


When to Discharge the Patient 


What about discharging patients? Under col- 
lapse therapy (which averages 75 per cent in the 
present-day institution) the patient can begin to 
be ambulatory 3 months after sputum is negative 
and cavity closed, and in three subsequent months 
reach a point where he is up 4 hours a day with 
30 minutes’ exercise as walking plus meals. 


Sanatorium figures show in general that, of 
those patients who have a recurrence, in 80 per 
cent of cases it occurs within 2 years, and in most 
of the remaining 20 per cent, in 5 years after 
hospital discharge. Based on this, if we will ac- 
cept the standard of the patient remaining well 
and leading a normal life for 5 years as the cri- 
terion of care, no patient who came in with ac- 
tive disease can be discharged as cured, as under 
the sheltering wing of even the most lax sana- 
torium regime, the energy expenditure and the 
social and personal problems to be solved are tre- 
mendously less than under the conditions of “nor- 
mal life’ for most of our patients. 


Two Important Periods in the Treatment 
of the Patient 


There are two periods above all others in the 
course of treatment of the patient, where extraor- 
dinary medical tact, skill, judgment, and under- 
standing are required. These are: first, when the 
patient begins to get out of bed, and second, when 
he returns to his normal environment. 


The first of these periods is directly under the 
control of the institution—the second frequently 
not. Direct continuity of care is particularly advis- 
able at this time. Additional length of institutional 
stay is the usual means of attempting compensa- 
tion for inadequacy of follow-up, but is a very 
expensive substitute and not thoroughly satisfac- 
tory. Except in very small places, the ideal 
method of one physician following through his 
own patients after discharge, is physically impos- 
sible. The more usual method is by discharge re- 
ports that usually summarize well the mechanical 
medical care but frequently make no mention of 
the patient’s individual personal traits, the knowl- 
edge of which is so important for follow-up advice. 


I know of clinics where the physician doing 
follow-up work has never even been inside the 
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institution from which his patients come, usually 
because he has never been invited; and if for any 
reason such visits are not practical, the institu- 
tional physician should by all means periodically 
visit the clinics whether or not they are under his 
personal direction. Knowing a person, liking him 
and understanding his point of view and ideas go 
far towards the smooth and efficient operation of 
any organization. Commercial concerns of size 
spend huge sums of money each year in bringing 
their personnel together, at times from great dis- 
tance, for the sole purpose of having them realize 
that their fellow workers have about the same 
good points and the same faults as themselves, 
and are likewise only human, so they can know 
and understand each other. 


Continuity of Follow-Up 


If the hospital medical director wants to com- 
plete the job he has started, this continuity of 
follow-up is of great importance. The personal 
factor here is paramount. If this field of activity 
be cultivated, a rich harvest in keeping prevent- 
able readmissions to a minimum will be the re- 
ward. Viewed from the mercenary side, it means 
more patients per year for the same number of 
beds. 


Public Health Machinery 


A certain amount of public health machinery is 
necessary in the proper control of tuberculosis. 
In this the hospital is a vital part. It cannot of 
itself solve these problems but it is an important 
factor in their solution. Because a case finding 
program is the only way to find tuberculosis while 
it is still early, and because in spite of our tech- 
nical advances, treating early tuberculosis still 
offers the best chance of long-time permanent re- 
sults, the hospital head must be vitally interested 
in such a program. Because of his usually au- 
thoritative position he can go far in creating and 
making effective such case finding in his com- 
munity. 


On the other hand if the institution can dis- 
charge its suitable patients at a relatively early 
date and know that there is to be continuity of 
after-care, it can use its beds to much greater 
advantage. 


It may well be that in the health department 
or in the clinic will be found the proper person- 
ality to coordinate these functions, but reverting 
to our original thesis if a well rounded program 
is in operation the tuberculosis institution must 
play an intimate and sympathetic hand in its op- 


eration. If no such program exists, in order that 


its own patients may receive continuity of care, 
the institution itself must be the creative force in 
establishing such a program. 


HOSPITALS 









— ——_— s - 


~~ 2 a ewe Oe. Ure 








a large out-patient department of a private 

institution. Municipal hospitals experience 
some of these but in many instances political in- 
terference prevents any satisfactory solution. 
The department mentioned in this article is one 
with a volunteer medical staff who treat patients 
of low economic status unable to pay for private 
care. A-considerable degree of organization is 
required to receive, distribute, and treat a thou- 
sand patients a day and the part which involves 
the clinical-administrative relationships deserves 
much attention. An attempt will be made to in- 
dicate the more important phases with their dif- 
ficulties. 


Te PROBLEMS discussed here are those of 


The Doctor’s Reasons For Accepting an 
Out-Patient Appointment 


An analysis of the doctor’s reasons for accept- 
ing an out-patient appointment is a start toward 
an appreciation of what may happen. Broadly, it 
may be said that these reasons are, (1) financial, 
and (2) moral. The first follows the lawsyof self- 
preservation and the second is something that 
places man a step higher in the animal kingdom. 
Realists might not admit such a division and the 
doctor himself may not consciously recognize it, 
but it is there just the same. To list items nu- 
merically is to invite trouble because of the tend- 
ency to look upon item one as most important, 
and item nine as one which might almost be dis- 
regarded. However, for purpose of clarity they 
will be so designated with the explanation that 
their importance may vary with different indi- 
viduals. 


The substance of the following paragraphs is 
to show that the doctor must have a proper real- 
ization of what his duties are and that the re- 
sponsible administrative officers should endeavor 
as much as possible to see that his aims and ideals 
are met. 

Financial 


Several motives may be classified as financial 
and included in this group of reasons for accept- 
ing out-patient department appointments. One, 
perhaps the one that is constantly present in the 
doctor’s mind and this is not surprising because 
it is being forced into his consciousness contin- 
ually, is the prestige that actually comes through 
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association with a highly regarded hospital. This 
prestige is reflected in increased financial returns, 
although there is another side to the picture which 
has nothing to do with money and which might 
classify it in our second group because it con- 
cerns the building up of morale through pride of 
achievement. 


The Privilege of the Facilities of the Hospital 


A second very important consideration involv- 
ing material things is the privilege of treating 
patients in the private divisions or floors of the 
hospital. Where other benefits are forgotten, not 
appreciated, or perhaps do not really exist, this 
feature is what decides the issue for many an 
internist or surgeon who may or may not be cor- 
rect in this evaluation of his individual case. If 
he is correct, something is to be explained, and 
the spotlight must be focussed on the adminis- 
trative forces to determine possible lack of organ- 
ization. If this group should be exonerated some 
dissection of the doctor’s cerebral mechanisms 
must be done, if surgical terms may be applied 
to matters psychological. 


The Benefits of Staff Associations 


Third, and again financial and moral reasons 
may be ascribed to the doctor, benefit is derived 
through staff associations. Many ideas are inter- 
changed in casual contact at conferences or even 
in the lunch room. In fact, the doctor, who is 
notorious for talking shop wherever he may be, 
often does valuable missionary work from the 
time he starts on his soup to the last of his ice 
cream. To be able to see what the other fellow 
is doing and hear his opinions expressed is to 
subscribe to the most up-to-date medical journal. 


Consultations and Referred Cases 


A fourth reason closely related to the above is 
that association with other physicians may mean 
consultations and cases referred. Administrative 
officials of an institution are asked frequently to 
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recommend doctors for various special conditions 
and the number of people referred to members 
of the staff in this manner is not inconsiderable. 


Even the incentives which have been described 
coldly as financial are seen on close examination 
to be not entirely mercenary. The second group 
which have been labeled moral are entirely praise- 
worthy and require a great deal of imagination to 
be revealed as selfish in any way, unless psychic 
rewards are placed in the same category as mone- 
tary ones. 


The stimulation of self-respect, the lift given 
through the consciousness of performing a chari- 
table act, is a factor as indicated above, and such 
a motive may be termed moral with some justi- 
fication. It is not the initial interest, but rather 
develops through observation of results produced, 
and a consideration of what would have happened 
but for the intervention of gratuitous medical 
service. This quality is present in varying quan- 
tities in different individuals. It should be pres- 
ent in large amounts. 


A conscientious person takes pride in his work 
and an idea of his interestedness may be gained 
from the quality and variety of the implements 
of his trade. The doctor knows that a first-class 
hospital provides the setting with the excellent 
nursing care, the assistance of enthusiastic and 


capable house officers, and the opportunity to use 
the best in equipment. It may be called a second 
moral reason. 


If the above classification can be accepted a 
glimmering of troubles to come is apparent. The 
logical sequence is that difficulties arise when the 
doctor receives no tangible reward for his serv- 
ices in the ways indicated above, or finds that he 
is unable to do the good work he had every rea- 
son to expect would be possible. ¥ 


Dissatisfaction on the part of the doctor may 
express itself in several different ways. Of 
course, if he is the absolute paragon of righteous- 
ness he may continue to do good work, be faithful 
at clinics, and be tolerant of, or try to remedy 
conditions. The probability, however, is that he 
will become a poor or late attendant at clinics, or, 
unconsciously perhaps, give evidence of his un- 
happiness in mediocre work. 


Basic Faults and Their Causes 


Basically, faults may be traced to a few fun- 
damental causes and these can be attributed to 
(1) the physician himself, (2) administrative er- 
rors or omissions, or (3) a combination of both. 


Remedies suggested will be directed along the 
line of the failures of one kind or another detailed 
below. 
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When the doctor is placed on the stand a ver- 
dict of “Not Conscientious” carries with it the 
implication that his sponsors or those who con- 
sidered his qualifications may have been at fault. 
The chief of service must show more than an aca- 
demic interest and know the man he selects and 
presents for the approval of the executive com- 
mittee. A capable and interested chief is the 
crux of the situation and his interest ought not 
to stop with the appointment of the man of his 
choice. It is his duty to keep in good contact 
with the clinic over which he has charge and be 
conscious of good work as well as bad. It is just 
as important to reward good work as it is to 
penalize for any dereliction of duty. Vocal en- 
couragement does not go very far if it is not fol- 
lowed up with something more definite. While 
out-patient positions should be regarded very 
properly as extremely worth while, the promise 
of a house appointment could be held out as some- 
thing in the way of a reward for good and con- 
scientious effort. A close connection between the 
wards and out-patient department is desirable so 
that cases may be followed by the same doctor 
from the ambulatory state to bed care when this 
is necessary and back again for follow-up. 


An unhappy selection may be only a bad guess. 
Even a chief of service is not infallible and the 
principles of his protege may not be so obvious, 
just becoming evident after some weeks or 
months. Then may come the sad realization that 
the man does not suit—that he is too predomi- 
nantly material and not sufficiently interested in 
the actual work of the clinic. The two forces, 
the tangible and the intangible, must be carefully 
evaluated. Only when all the evidence is on the 
table should the decision not to renew the appoint- 
ment be made. 


The machinery of a large, modern out-patient 
department must function well if the throngs of 
patients are to be adequately treated. There are 
many chances for slip-ups, so system and intelli- 
gent supervision must be constantly employed. 
Administrative faults which affect the medical 
staff are potentially the greatest trouble makers 
and those most frequently encountered will now 
be discussed. 


The More Important Requirements of the 
Out-Patient Department 


Money is required to run even an out-patient 
department. Demands far exceed supply, but it 
is necessary to determine the most important 
ones, and within reason give the doctor the tools 
he needs. Lack of attention to this detail will 
produce a very evident absence of enthusiasm, the 
first step in lack of cooperation. Requests for 
equipment must be given attention and if they 
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are not practicable this should be carefully ex- 
plained to the person most involved. He may not 
be in entire accord but he will at least see that his 
wants are not being disregarded. 


Charity Contribution of the Medical Staff 


Something frequently overlooked, or not always 
considered, is the charitable nature of the work 
done by the doctor. Whatever may be his motive 
or however he may be classified, he is perform- 
ing a charitable act. If this is borne in mind 
there will be less criticism and less tendency to 
make any attempts to drive him. The chief of 
service may remind him instead that certain du- 
ties go along with the assignment, and perhaps 
point out its advantages. It must be remembered 
that union hours are not always possible by vir- 
tue of the very nature of the doctor’s work and 
within reasonable bounds some elasticity should 
be the rule. Time clock measures are very irri- 
tating although some accurate method of checkup 
upon attendance is necessary even for the clinical 
staff. The most successful is that of leaving the 
details to the clinic secretary who records ab- 
sences during clinic hours, and other important 
information. Care must be taken that her re- 
port is not an expression of opinion, and that it 
is merely a statement of facts. The interpreta- 
tion is for the chief of service and his attention 
should be directed to the reports by the adminis- 
trator in charge. 


It behooves the executive head of the out- 
patient department to become acquainted with as 
many of the visiting and resident staff as possible. 
A lack of knowledge of individual temperaments 
or even idiosyncrasies may lead to misunderstand- 
ings which can have but one effect and that a bad 
one. This is especially important as regards chiefs 
of services. If a friendly and cooperative relation- 
ship is not maintained, “conflicting opinions” be- 
come arguments and quarrels. Little will be ac- 
complished where this state of affairs exists. The 
guiding principle, already touched upon, concerns 
the using of the chiefs as intermediaries when 
matters relative to the work of the doctors are to 
be settled. Hence, it follows that the chief must 
be won over to the plan if it is to meet with suc- 
cess. This does not imply that ideas are entirely 
those of the administrator and that the head of 
the clinic is just a go-between. The latter may 
be very active and the administrator’s task for the 
most part, to see that enthusiasm which may lead 
to complicating situations is toned down. 


Cooperation Between the Administrative and 
Clinical Departments 
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Mere friendly contact between administrative 








and clinical departments is not sufficient. Mutual 
respect and confidence are required. When a vis- 
iting doctor sees patients who, he has reason to 
suspect, are able to pay for private medical care, 
or when he hears them in their conversations dis- 
cuss the theaters or horse-races they have at- 
tended, or perhaps their golf scores, he may well 
be suspicious of the type and standards of admis- 
sion. It is his duty to send these suspects back 
to the admitting staff with the information he 
has gained for re-checking. Most first class out- 
patient departments do have good systems of clas- 
sifying patients economically and carry out re- 
classification from time to time, and all that is 
left to do is to convince the doctor that the pa- 
tients who slip by are the exception and not the 
rule. He should be invited to observe the admis- 
sion routine in its entirety in order to get a com- 
prehensive picture and appreciate that mistakes 
may happen but that efforts are being constantly 
made to see that they do not. The thorough ques- 
tioning by the admitting officer shows that there 
are many phases to the problem of eligibility and 
that incomes are not always what they seem, 
when the size of the family, previous hospital 
bills, etc., are taken into consideration. 


The out-patient division of a general hospital 
in several respects is governed by common sense 
rules that apply even in most business enterprises. 
One of these is to use much tact in forwarding a 
new project. It is wise not to interfere too much, 
to explain the problem and allow the idea to sink 
in, applying pressure at discreet intervals. It is 
quite all right to work hard at a job, but it is 
better to know how to work at it, when to press 
and really go into action. A certain amount of 
negativism is present in everyone. This may be 
called forth by the very strength of the stimulus. 


The Individual Clinic 


When an individual clinic is considered the fact 
slowly but surely comes to light that it is virtually 
a small kingdom. The doctor reigns supreme and 
the secretarial and nursing force carry out his 
orders and reflect his thoughts. This is not to 
be criticized until it reaches a point where these 
divisions develop a certain armor of resistance 
to. suggestions from outside. Unless this tend- 
ency is nipped in the bud, or broken down, hos- 
tilities develop between the secretaries or nurs- 
ing forces (particularly the former) of different 
clinics or between clinic personnel and the admit- 
ting group. Everyone concerned must have it im- 
pressed upon his, or her, mind that the whole out- 
patient department is the unit and not the indi- 
vidual clinic. At the same time each clinic might 
be encouraged to be on the look-out for new ideas 
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and ready to suggest improvements in routine. 
A little of this rivalry sometimes helps but one 
clinic should be receptive to plans that have al- 
ready been demonstrated as satisfactory in an- 
other. 


The best clinical staff in the country will not 
be successful unless the number of patients ad- 
mitted is regulated to the facilities provided. It 
may be that the space and equipment are ade- 
quate but that a skeleton staff is expected to carry 
on the work. The answer in the latter case is 
obvious but regulation of the number of patients 
is not so easy. First of all, before any attempt 
at limitation is to be made the powers that be 
must be convinced in their desire to do good medi- 
cine or none at all, and be adamant in their deci- 
sion to call a halt at the determined point. Allow- 
ances for real emergencies have to be made, of 
course. At the same time, good system with elimi- 
nation of unnecessary appointments and needless 
examinations means disposing of a great number 
of cases and so care for a much larger portion of 
the community than would at first seem possible. 
The appointment system itself brings order out of 
chaos and if the doctors are on the job in good 
time even less elimination is necessary. 


Understanding the Patient’s Psychological 
Reactions 


Faulty reception and a poor understanding of 
the patient’s psychological reactions produce dis- 





cord and may actually be described as bad medi- 
cine. Disgruntled or excited patients disturb 
others and the bad humor is passed along. Some 
care should be exercised in the selection of a door- 
man who ought to be a man of some poise, not 
easily upset and not inclined to get into disputes 
with patients who often seem prepared to argue 
at every point. The admitting force should be 
expeditious but polite, and do a thorough job of 
classifying and sending a patient to a designated 
clinic with clear directions. Thus, the patient is 
started off in a good frame of mind, the first de- 
tail of successful treatment. At the clinic similar 
principles must be followed by clinic secretaries, 
who should consider themselves a part of a medi- 
cal group and while not extending the right hand 
of fellowship, make matters as easy as possible 
for the ailing client. 


To summarize, an attempt has been made to 
demonstrate factors in clinical-administrative re- 
lationships. Analysis of the doctor’s reasons for 
accepting an out-patient department appointment 
has been made and the different components eval- 
uated. Difficulties in administration, it has been 
pointed out, may be due to an absence of satis- 
factory balance of these factors which demon- 
strate certain character traits, or failure on the 
other hand of the executive force to appreciate 
these same motives. Emphasis has been placed 
on good administration as being actually good 
medicine. 


—<>— 


Symposium on Nursing Education at the 
Catholic University of America School 
of Nursing Education 


The Faculties of the Schools of Nursing through- 
out the country have been engrossed the past few 
months with the task of adaptation of the new 
Curriculum Guide within their own educational 
programs. In view of this important work, the 
Catholic University School of Nursing Education 
is sponsoring a Symposium to be held at Catholic 
University in Washington, D. C., January 5, 6, 
and 7, 1939. The various schools of the Univer- 
sity are planning academic presentations such as 
this as their part in the Jubilee Year Program. 


The subject matter of this program is con- 
cerned with philosophy, religion, ethics, psychol- 
ogy, sociology, and the integration of public health 
principles in the Curriculum. 


Each division of this subject matter will be 
presented by a speaker chosen from specialists 
in the various fields. In addition to the main 
speaker on each topic, a number of persons have 
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been selected who are particularly prepared by 
reason of experience or study to contribute to a 
discussion which will follow the presentation by 
the main speaker of that section. Ample time 
will be provided for open discussion from the 
floor and all are invited to participate in this dis- 
cussion. 


Many nurse educators will, therefore, welcome 
the opportunity to participate in a symposium 
which treats of subject matter of such vital con- 
cern to the problems of the present day within 
schools of nursing. 





New Jersey Hospital Association 


The Fifteenth Annual Convention of the New 
Jersey Hospital Association will be held at the 
Hotel Dennis, Atlantic City, June 8-10, 1939. 
Participating organizations are the New Jersey 
Occupational Therapy Association, New Jersey 
State Dietetic Association, and the New Jersey 
Group of the American Association of Medical 
Social Workers. 


HOSPITALS 














di- 


ot 


@ 


es 


we 

















Orthopedics —- A Challenge to the Hospital 
Administrator 


MILDRED RIESE, R.N., B.S. 


ing for organization, giving comparatively 

little thought to the possibilities for leader- 
ship in their own jobs. The deadliness of regimen- 
tation, which creates inertia, monotony, stupidity, 
and too self-centered living frequently confronts 
them. They have, nevertheless, a splendid oppor- 
tunity to reanimate the hospital family through 
assurance, enthusiasm, and direction by providing 
a flexible plan, allowing for self-choice, self-dis- 
covery, experimentation, and a true sense of hap- 
py, eager partnership. In the orthopedic hospital, 
as in others, when all concerned feel themselves a 
vital part of the organization, they not only make 
the objectives of the hospital their own, but create 
wholehearted energy and enthusiasm in their care 
of crippled children. 


[fine for 0 executives have long been striv- 


Intra-Department Relationships in Carrying 
Out Orthopedic Objectives 


The carrying out of the orthopedic objective to 
make a straight child necessitates keeping a child 
under supervision of the institution until he is 
twenty-one years of age. It makes provision for 
physical corrections; for a dynamic educational 
program; and for a follow-up system including 
vocational guidance and placement. It is well to 
remember that the job is only to educate and sup- 
plement the parent’s activities. 


The members of the staff, as well as the espe- 
cially trained personnel, place some exacting 
responsibilities for scientific management on the 
hospital administrator. Our function in an ortho- 
pedic institution is to strive for well integrated 
personalities for all members of the hospital fam- 
ily; to create an environment conducive to inte- 
grated action of the members of each department, 
as well as to permit interfunctioning of the staff 
and personnel. This means that the underlying 
principles of many of the intra-departmental rela- 
tionships in the field of medicine and education 
with their allied groups must be clearly defined, 
and is a current problem for several of the pro- 
fessions. 


Need for Postgraduate Courses in Orthopedics 


As the new curriculum for nurses sets aside 
scarcely sufficient time to master the skills of 
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orthopedic nursing, there is a definite need for 
postgraduate courses in orthopedics for graduate 
nurses. Of course the nurse in a children’s hos- 
pital with an active orthopedic service is a happy 
exception. A one year course at the university 
with time allowed for case studies and supervision 
in orthopedic hospitals under guidance of profes- 
sors would give sufficient time for the students to 
become acquainted with the principles underlying 
orthopedic nursing and child development work. 
Once a nurse knows these principles, her interest 
is aroused and real contributions are made. 


Welfare of Technicians 


Happily, the proper regard for the genuine 
well-being of all people connected with the institu- 
tion pays dividends. Ramifications of this are 
taken into consideration in the planning, super- 
vision, and coordination of the activities in scien- 
tifically administered hospitals. The general psy- 
chological principles and the study of human na- 
ture and management serve as guides in stimulat- 
ing vital cooperation. Executives can adopt ad- 
vantageously the principles used in industry to 
provide possibilities for the workers’ advance- 
ment. This will stimulate progressive integrated 
unity, and fortunate indeed is the hospital board 
whose policies are adopted, executed, and super- 
vised with this result. 


In the hydrogymnasium, for example, the wel- 
fare of the technicians brings a definite responsi- 
bility. According to the studies made at the Orth- 
opedic Hospital, Los Angeles, no worker should 
be required to remain for more than two consec- 
utive hours in a pool heated to a temperature of 
over 92 degrees. Even if the technicians are wear- 
ing waders, the blood pressure is lowered and 
there is likely to be a loss in weight. 


Occupational Therapy in Orthopedics 


While occupational therapy exhibits at Ameri- 
can Hospital Association meetings always carry 
many pictures of the work in mental hospitals, 
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the scope of these activities is much broader in 
orthopedics. The splendid exhibit of orthopedic 
patients’ work shown this year at the Convention 
in Dallas brought out the scope possible in 
this field. Both the mental and physical con- 
ditions have to be treated in carrying out the 
doctors’ prescriptions; activities are often corre- 
lated with those of the physiotherapy department. 
And technicians from schools of occupational 
therapy are always to be preferred. 


Part of Medical Social Worker in Clinic 
Administration 


As the majority of the orthopedic cases are ad- 
mitted to the out-patient department, a well- 
trained sensitive person should be available for 
the admission interview. From the standpoint of 
administration, as well as of the patient, social 
admitting is advantageous and should be done 
preferably by a medical social worker or under 
the direct supervision of the social service depart- 
ment. Of course, it is assumed that a doctor is 
always available for consultation on the probable 
type and length of case indicated. The admis- 
sion officer should be aware of the case work prob- 
lems, and be capable of carrying 9n such cases or 
referring them to the proper community resources. 
After all, only a limited number of patients need 
intensive case work. If the administrator has well 
qualified medical social workers and is mindful of 
intensive case studies, the skillful handling of dif- 
ficult problems will be invaluable to patient, fam- 
ily, institution, and community. Another task re- 
lated to admissions, is the determining who is 
responsible for financial eligibility. While it is 
generally agreed that the medical social worker 
is probably the best prepared person to do this 
job, her time is more profitably spent on intensive 
case work. This problem can be solved by having 
carefully selected individuals serve as financial in- 
vestigators under the supervision and leadership 
of the medical social service department. 


The very nature of orthopedic cases, with the 
possible exception of fractures, osteomyelitis, and 
arthritis, is usually elective. The appointment sys- 
tem does a great deal to facilitate the work of 
the clinics, from which only a few cases are dis- 
charged each year. An ideal plan is to provide 
at least three floors in order that orthopedic, 
medical, and surgical clinics may be scheduled 
at the same time. Individual rooms with doors 
afford invaluable privacy, and encourage a per- 
sonal relationship between the doctor and the pa- 
tient. An increased number of patients can be 
seen if the staff men are given properly trained 
record librarians to take adequate notes. 
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Orthopedic Patients Need Services of Specialists 
in All Branches of Medicine 


Even though the patient is a bona fide ortho- 
pedic case, there is a need for the services of 
specialists in all branches of medicine; for ex- 
ample, genitourinary complications in poliomye- 
litis; the relationships of endocrinology to bone 
conditions; and of neurosurgery to orthopedic 
surgery, bring to mind a few fields of interest. 
The staff organization should permit evolving de- 
velopments in medicine, teaching, and administra- 
tion. The best judgment of certified orthopedic 
surgeons is challenged .by the numerous factors 
concerning the mental and physical growth of 
practically all children. 


In the physiotherapy department, the executive 
must realize the responsibilities of the technicians. 
If, for example, acute poliomyelitis cases are to be 
treated, the physiotherapists need extensive tech- 
nical training, such as that offered by colleges giv: 
ing four year courses in physiotherapy. Even 
after these workers are accepted as junior mem- 
bers of the American Physiotherapy Association, 
they need to be under careful supervision for a 
period of two years, because it is well to remem- 
ber that overstretched, overmassaged, or fatigued 
muscles of some cases such as acute poliomyelitis 
cause degeneration of the nerve power. Experi- 
ence shows that well-trained physiotherapists need 
very little standard apparatus, however, individ- 
ual, naturally lighted and ventilated rooms are in- 
dispensable. It is the administrator’s job to see 
that the patient’s hospital stay is not prolonged 
unnecessarily, and it has been estimated that it is 
possible to reduce the patient’s day stay in some 
cases twelve to twenty-eight per cent by properly 
chosen physiotherapy treatments. 


Value of Pool Treatment 


One of the values of the pool treatments is that 
only under water is it possible to perform more 
than one hundred important exercises. The hos- 
pital stay of the post-surgical patient is often 
markedly decreased by permitting him to walk 
first in the pool, where at least eighty per cent of 
the forces of gravity are eliminated. Then, when 
the doctor prescribes walking outside the pool, the 
patient is ready to go home. 


Orthopedic Hospital Is Rich in 
Clinical Material 


The orthopedic hospital’s wealth of clinical ma- 
terial gives the executive interested in medical 
education, an insight into the possibilities of a 
photographic department. Gathering together an 
adequate library of slides and motion pictures for 
teaching material is a lengthy but worth while 
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task. The services of a carefully instructed tech- 
nical camera man are also valuable. Another as- 
set is a medical artist, preferably one who under- 
stands preparing specimens. 


Many speech defects are diagnosed among the 
orthopedic patients. These pathological conditions 
are found most frequently among spastic paral- 
ysis and encephalitis. The difficulty ranges from 
absence of speech through delayed stuttering and 
lisping. It is very important that the personnel in 
this department have a good background in the 
pathology of speech. The professional workers’ 
services may be supplemented by carefully se- 
lected and supervised speech majors from the uni- 
versity, the watchword being to avoid tenseness 
and overstimulation. The great potentialities in 
pre-school age treatment are brought out in a new 
book entitled, Children With Delayed Speech, by 
S. M. Stinchfield and E. H. Young. 


Importance of Mental Hygiene 


An understanding of the work in the mental 
hygiene department is not only indispensable to 
the hospital administrator in dealing with human 
relationships, but improves her understanding of 
herself. To assist in maintaining well integrated 
personalities throughout the hospital, she will 
have to know what factors make up personali- 
ties; recognize pathological conditions in their 
varying degrees; and be able to assist individuals 
in making numerous adjustments. 


Mental hygiene has brought out the importance 
of the formative years in the unfolding of the 
child’s personality. The executive who recognizes 
the implications of child development work makes 
every effort to see that the staff, personnel, and 
parents are given instruction to prevent mental 
warping before it mars wholesome personalities. 
It is well to bear in mind, also, that a plan which 
encourages responsibilities, may begin around 
three years of age. The guidance of the child 
development program should be under the super- 
vision ef the psychiatric department and further 
assisted by workers trained in child development. 
The hospital administrator, who has a knowledge 
of discussion techniques, may help by organizing 
groups in parental education. No program can 
be carried out successfully without the coopera- 
tion of the parents. 


Training in Educational Work Needed for 
Bedside Teaching and Professional Guidance 


In orthopedics, it is doubly important that the 
executive have some insight into the field of edu- 
cation. The new concept of democracy is com- 
pletely revolutionizing the philosophy of educa- 
tion, placing emphasis on the fact that life is 
education. This means integration of the schools 
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with social life. In other words, the job in edu- 
cation is not primarily a problem of training chil- 
dren. Joseph K. Hart says, “It is a problem of 
making a community within which children can- 
not help growing up to be democratic, intelligent, 
disciplined to freedom, reverent for the goods of 
life, and eager to share in the tasks of the age.” 
The hospital and the home with individual bed- 
side teaching lend themselves most favorably to 
this type of program. 


While a great deal of activity is going on in the 
country under the name of vocational guidance, 
close scrutiny shows that much of it lacks a scien- 
tific approach and properly trained persons are 
urgently needed. Fortunately, medical social 
workers have usually done some studying in this 
field, and are at least in a position to recognize 
the need for special vocational guidance. If suit- 
able persons are not available, a department may 
be established to meet the community require- 
ments. It is significant to note that a normal 
child may be able to muddle through to his chosen 
work, but misguidance of a crippled child is likely 
to be fatal. 


Frequently, correlated with vocational guidance 
is the task of placement. The person selected for 
this important work must have extensive knowl- 
edge of the community resources, as well as un- 
derstanding the patient’s physical and mental 
status. Properly placed handicapped boys and 
girls have even been known to keep their families 
off the relief rolls. 


Follow-up 


Different orthopedic hospitals have developed 
various follow-up systems. The alumni group 
plan, in which all patients over fifteen years 
of age are eligible for membership is the best. 
The bi-monthly meetings give a splendid op- 
portunity to create educational and social out- 
lets which allow for the growth of numer- 
ous sections to meet the different groups’ spe- 
cial interests; for example, orchestra, dramatics, 
journalism, creative writing, practice of parlia- 
mentary law, etc. A therapeutic theater, to which 
the children are referred by the doctors, is a val- 
uable adjustment activity. Parts are written for 
each patient and then these are skillfully woven 
into a play. Some of the children wearing leg 
braces and using crutches, who were desirous of 
joining the dramatic section, were at one time as- 
signed, apparently with some finality, to the prop- 
erty department. While they did not mind tak- 
ing their turn at sewing, they also wished defi- 
nitely to act in a play. Through the aid of a 
capable, understanding dramatic teacher, a sec- 
tion known as the interpretive group developed, 
to which only wheel chair, brace, and crutch cases 
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are admitted. These very handicapped actors 
have from the beginning received enthusiastic re- 
sponse from their audiences. Similar groups 
can sponsor programs which form the necessary 
bridge to outside activities, so indispensable if the 
boys and girls of today are to be happy future 
citizens. 


Community Cooperation 


Even though a hospital has a public relations 
department, the administrator can do a great deal 
to encourage dynamic publicity of a high profes- 
sional standard. Some hospitals still suffer from 
the scars of the old sob sister type of campaign. 
Painstaking development of community interest 
rather than overemphasis on newspaper publicity 
will produce more far-reaching results. 


Orthopedic institutions which are private cor- 
porations, frequently depend on their communi- 
ties’ interest, and maintain active volunteer 
services. Additional responsibilities, along with 
some that are frequently unrecognized, are 
thus placed upon the shoulders of the executive. 
It is no longer a secret that the past few years 
have played havoc with reserve or endowment 
funds of many institutions; and the community 
interest is often the only secure foundation upon 
which the hospitals can build for the future. 
Community chests, where established, have many 
points in their favor. The partial maintenance 
program will be adjusted as the citizens sense in- 
creasingly the philosophy behind the chest. The 
work of the educational and health committees 
takes considerable time but is of educational value 
for the administrator, giving an opportunity to 
find out how the institution fits best into the needs 
of the community. 





Up to the present time, the well-trained indi- 
vidual has received little incentive from the stand- 
point of financial remuneration, because too often 
certain positions carry specific salaries. Recently, 
a director of nurses of a county hospital asked, 
“When are the private hospitals going to raise 
their salaries?” If a well-trained personnel is of 
vital concern, the salaries will have to be made > 
attractive. The members of the boards and the 
community have already, unconsciously no doubt, 
capitalized too long on allowing the personnel to 
carry the financial responsibility of the com- 
munity. 


As most of the orthopedic hospitals are classi- 
fied as charitable organizations, a retirement plan 
is a paramount need. At least the amount of the 
Social Security tax should be set aside for the 
employees. The danger lies in the fact that the 
pensions in the lower wage scale, where needed 
most, are likely to fall below a living wage. If 
the hospital can not contribute all of. the fund, 
then the employees should be urged to supple- 
ment it. 


Considerable emphasis has been placed on the 
broader interpretation of democracy, especially in 
relation to education and industry. In orthope- 
dics as in all other specialties, our real challenge 
as leaders is the incorporation of this philosophy 
into hospital administration. It is fairly easy to 
become dischronolocated, and a feasible plan pro- 
vides incentives for every spark of leadership in 
the members of the hospital family, and encour- 
ages each individual to reach his optimum through 
a progressive evolving plan, which allows for a 
development of an esprit de corps as well as an 
alertness to changing situations. 





Grace E. Allison Retires 


Grace E. Allison, for the past fourteen years 
superintendent of the Samaritan Hospital, Troy, 
New York, has tendered her resignation, effec- 
tive January 1. Miss Allison was the first Ameri- 
can nurse commanding a nursing unit overseas in 
the World War. She sailed as chief nurse of the 
Lakeside Unit, which was the first hospital unit 
to see active service overseas. She remained in 
active service for eighteen months, caring for the 
wounded in France; was decorated with the Red 
Cross Medal by the British Government, and she 
was cited in dispatches by General Haig for her 
efficient service. 


Miss Allison is a past president of the North- 
eastern New York Hospital Association, and was 
vice president of the New York State Hospital 
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Association. She was chairman of the nursing 
committee of the state association for many years, 
a member of the nurses’ advisory council of the 
University of the State of New York, a director 
of the Council of Social Agencies in Troy, and 
chairman of a joint commission for the New York 
State Nursing Association and Hospital Associa- 
tion. 


Miss Allison is a graduate of the Lakeside 
School of Nursing, Cleveland, Ohio, where she af- 
terward held positions for ten years as assistant 
principal and principal. 


Beatrice Spargo, at present assistant superin- 
tendent of the George F. Geisinger Hospital, Dan- 
ville, Pennsylvania, will succeed Miss Allison. 
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Health Program for the State of New York 


porary Commission to formulate a Health 

Program. In its explorations into the field 
of acceptable public health activities, and to de- 
velop essentials and principles for a workable 
program calculated to best serve the interest of 
the population of the State of New York, the 
Temporary Commission has interviewed promi- 
nent people in the hospital field, in the field of pre- 
ventive medicine and sanitation, and authorities 
in public welfare work as related to the health 
of the people. 


N EW YORK STATE has appointed a Tem- 


The Temporary Commission has submitted the 
following questions to these authorities: 


1 The relief population of this State are re- 
ceiving some kind of medical care. Assuming 
that the problems of medical care presented will 
exist for relief recipients over a number of years, 
what suggestions would you offer for a long-range 
health program for this group of the population? 


2 Perhaps the most important problem of 
medical care presented is that concerning the low 
income group of the population of this State. 
There has been considerable discussion as to 
whether or not the application of the principles 
of insurance to the various aspects of this prob- 
lem might lead to a solution. At the present time 
there are various voluntary insurance plans in 
effect dealing with hospital service insurance. 
These meet with the approval of the State and 
National medical and hospital associations. In 
addition, the House of Delegates of the Ameri- 
can Medical Association at its special session on 
September 16, 1938, adopted the following state- 
ment: “In addition to insurance for hospitaliza- 
tion your committee believes it is practicable to 
develop cash indemnity insurance plans to cover, 
in whole or in part, the costs of emergency or 
prolonged illness” (A. M. A. Journal). What is 
your opinion as to the efficacy of some form of 
sickness insurance as a remedy for this situa- 
tion? 

3 Public health activities, including public 
health nursing, communicable disease control and 
school examinations, have been a part of the 
functions of State and local government for many 
years. Do you feel that present public medical 
and health facilities meet the need for care of 
persons unable to provide such care for them- 
selves? If not, specify what needs are not being 
met and what methods should be used to extend 
these programs or facilities and under what offi- 
cial auspices. 
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4 The Interdepartmental Committee pre- 
sented an extensive public health and medical 
care program at the National Health Conference 
held last July in Washington. This program in- 
cludes both preventive and curative health meas- 
ures. From your experience and knowledge of 
the problems of health, would you agree with the 
statement “that the present efforts of the medical 
profession in providing medical care should be 
supplemented by state and local governments?” 


5 What functions do you think private health 
organizations should perform in public health 
programs of the State? 


Dr. S. S. Goldwater Analyzes the Questions 


Dr. S. S. Goldwater, international hospital au- 
thority and Director of the Department of Hos- 
pitals for the City of New York, in his reply has 
carefully analyzed the questions submitted in the 
following answers: 


General Remarks: Concentration of attention 
on the important subject of medical care for the 
underprivileged should not be permitted to divert 
public health administration from its major func- 
tion of disease prevention, a function which calls 
for the development of a positive health program 
founded on the essential requirements for physi- 
cal and mental health. Medical service, despite 
its shortcomings, is more readily accessible to the 
underprivileged in New York City than proper 
shelter, health-sustaining food, suitable clothing, 
and facilities for recreation. 


1 For the “relief” population in New York’ 
City, the present program of medical aid should 
be continued, but should be modified in order to 
obtain better coordination of medical services in 
home, clinic, and hospital. The theory that all 
the needs of an individual on relief must be fur- 
nished directly by the Welfare Department, is 
questioned. Functional distinctions are indis- 
pensable to the effective administration of gov- 
ernment services. The Welfare Department is 
not primarily organized for medical service, and 
cannot render such service in its entirety. The 
relief client who is sick is at present handled in 
a manner which is most convenient to the Depart- 
ment of Welfare; but medical service should fol- 
low sound principles of medical administration. 
It is contrary to these principles to shift a patient 
from one authority to another in the different 
stages of his disease. 


2 For the low-income, not - quite - indigent 
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group, unrealized benefits are available through 
voluntary insurance. Independent self-help prob- 
ably suits the American character better than de- 
pendence on government aid. No large group of 
the population should be placed in the dependent 
class until it has attempted by intelligent cooper- 
ative effort to achieve self-protection. Medical 
protection may be beyond the reach of the mem- 
bers of a group as individuals, but within their 
reach collectively. If Government sickness insur- 
ance is eventually found to be necessary, Ameri- 
can experience with voluntary insurance will be 
a profitable guide—much more profitable than 
European experience with either compulsory in- 
surance or voluntary insurance. 


3 (a) Public health nursing (regarded as 
home nursing care) can advantageously be ex- 
tended, but cooperative effort under nongovern- 
ment agencies should be strongly encouraged for 
the reasons already stated. 


(b) Communicable Disease Control can be 
made more effective by an intensified case-finding 
program, but the absurdity of such a program 
without a corresponding increase in medical fa- 
cilities is obvious. A valuable lesson may be 
learned from the history of school medical in- 
spection, which in many communities has 
amounted to little more than a pleasant statis- 
tical exercise. 


(c) School medical programs have suffered 
from two principal weaknesses. The first is the 
lack of treatment facilities, of which dental treat- 
ment affords the most striking example; the sec- 
ond is the hasty and inconclusive character of the 
customary physical examinations. Separation of 
responsibility for diagnosis and treatment is a 
serious formal error in medical organization. 


4 The question whether “the present efforts 
of the medical profession in providing medical 
care should be supplemented by state and local 
governments” is stated unfortunately and as ap- 
plied to New York City is misleading. Govern- 
ment aid on a very large scale is already- provided. 
New York City alone is contributing annually 
from its tax-fund more than $50,000,000 toward 
free medical care, $35,000,000 toward hospital 
maintenance, and more than $15,000,000 for capi- 
tal outlays and tax exemptions combined. The 





medical profession is, however, a major partner 
in the transaction. The money value of the free 
service performed by physicians in public and 
private hospital wards and clinics has been con- 
servatively estimated at from $30,000,000 to 
$40,000,000 per annum. The income of voluntary 
hospitals in New York City, applicable to free 
medical care, exceeds $10,000,000 a year, and this 
figure must be included in any valid calculation 
of the volume of free service now available. Thus, 
it appears that the underprivileged population of 
New York City is receiving something like $100,- 
000,000 worth of free medical care every year. 
It is nevertheless true that valuable use could be 
made of more and better hospitals and clinics, of 
more hours of medical service in homes and clin- 
ics, and of more hours of bedside care in hospi- 
tals and homes. All of this improved and 
expanded service can be made available by ad- 
justments of the existing order. 


5 Privately controlled, voluntary organiza- 
tions are contributing to education of physicians, 
nurses, and the public, to medical experimenta- 
tion, and to almost every kind of actual medical 
service. These characteristically American agen- 
cies should be encouraged. Public subsidies may 
wisely be granted to institutions that maintain 
acceptable standards. Such subsidies are an en- 
couragement to worthy charities, and may be used 
to promote needed regulation and the coordina- 
tion of public and private efforts. Public aid, 
however, should not be carried so far as to un- 
dermine the principles of private responsibility, 
of voluntary cooperative effort, or of self-support. 
If government continues to assume major respon- 
sibility for the medical care of the indigent, vol- 
untary hospitals, strengthened by contributory 
schemes acceptable to the great mass of regularly 
employed persons, can continue indefinitely to 
render valuable service and can ease the adminis- 
trative task of government and lighten the bur- 
dens of the tax-payer. 


Conclusion 


Whether we agree in part or in whole, as many 
of us do, with Dr. Goldwater’s reasoning, it can 
be conceded that the formula which he suggests 
is the most concrete, and offers the best founda- 
tion for a constructive state Health Program 
which may be easily adapted to the purposes of 
a National Health Program. 





Arrangements have been made with the San 
Francisco Golden Gate International Exposition 
and the New York World’s Fair for observing 
May 12, 1939, as “HOSPITAL DAY.” The hos- 
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pitals on both the East and West coasts will give 
due publicity to this affair. The New York and 
San Francisco councils are arranging to see that 
full significance is given to the Day. 
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Care of the Chronically Ill 


ERNST P. BOAS, M.D. 


disability and poverty has not burst upon us 

suddenly. During the past 50 years there 
has been an insidious steady increase in the fre- 
quency of chronic diseases. Some fifteen years 
ago there was great difficulty in arousing interest 
in chronic disease, in spite of the pressing promi- 
nence of its problems. By 1924, the chronic sick 
had achieved five pages in a volume of 340 pages 
in a study of the hospital situation in New York 
City, published by the Public Health Committee 
of the New York Academy of Medicine. Never- 
theless, in this report some of the chief problems 
were outlined and it was pointed out that proper 
facilities for the chronic sick constituted one of 
the outstanding needs in hospital organization at 
that time. 


C HRONIC disease as a major cause of illness, 


The first great impetus came from the survey 
of chronic illness in New York City, conducted by 
the Research Bureau of the Welfare Council in 
1928, the results of which were interpreted by 
Mary C. Jarrett in two significant volumes, en- 
titled Chronic Illness in New York City. This 
led to the formation of the Committee on Chronic 
Iiiness of the Welfare Council, in 1933. This 
pioneer Committee was formed to initiate and 
sponsor a community program for the care of 
the chronic sick. Finally the National Health 
Survey conducted by the United States Public 
Health Service and the Hospital Survey for New 
York sponsored by the United Hospital Fund have 
exposed in its entirety the magnitude of the prob- 
lem in its many aspects. For years we have 
sensed that chronic diseases were undermining 
the health of the community, but the facts were 
elusive, the data incomplete. What do we see 
now? We see an ever rising mortality from 
chronic diseases. These mortality figures tell an 
incomplete story ; morbidity and disablement from 
chronic disease account for untold prolonged mis- 
ery and destitution. We see chronic illness as a 
major factor in forcing families to seek public 
relief; we see the illness of the parents depriving 
their children of decent opportunities for health, 
education, and living. 


Existing Facilities for the Care of the 
Chronically Ill 


When we review the existing facilities for the 
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care of the chronic sick, we encounter a very con- 
fused picture—patients at home who should be in 
hospitals, patients in homes for the aged that are 
not prepared to minister to their medical needs, 
and patients in convalescent homes occupying 
beds needed for another purpose. A mad con- 
fusion of patients and institutions—the patients 
scrambling to find refuge wherever they may, the 
institutions admitting them grudgingly, and hav- 
ing admitted them, not giving them the care best 
adapted to their needs. A scene of the greatest 
disorder unfolds itself. Public and private hos- 
pitals, homes for the aged, convalescent homes, 
nursing and visiting doctor services, agencies for 
sheltered work, medical social service depart- 
ments, and family service agencies—every one of 
them accepts with reluctance the burden of the 
chronic sick, and tries to shift the responsibility 
to another agency which is no better prepared for 
the task. Now that the complete picture of 
chronic disease in relation to the population is 
before us, the situation allows for no further de- 
lay or equivocation. 


Education Needed in Social and Economic 
Consequences of Chronic Illness 


It is generally accepted that the community 
should provide for its ailing members who cannot 
help themselves. There is even a stronger and 
more selfish argument that should drive us to take 
vigorous action. Over one-half of the readers 
of this journal will in due course die of some 
chronic disease. Practically every one will en- 
counter the sufferings of chronic illness and its 
social and economic consequences, either in him- 
self or in a member of his family. It is a matter 
of immediate personal interest to everyone to pro- 
vide proper facilities for the care of the chronic 
sick. 


The needs of the chronic sick have not been 
supplied by any community in this or any other 
country. The chronic sick receive grossly insuffi- 
cient care because they are casually fitted into the 
existing hospital and institutional framework. 
Little thought has been given to the social impli- 
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cations of chronic illness, and very few are aware 
of the close relationship between chronic disease 
and poverty, of the great role that these illnesses 
play in all matters of public relief and public wel- 
fare. No effort has been made to develop an or- 
derly program for combating the disastrous con- 
sequences of chronic illness. 


Chronic illness develops unobtrusively in sepa- 
rate individuals in the community; is prolonged 
over many years; and lacks the fear inspiring 
qualities of an acute emergency or of an epidemic 
disease; so it is accepted as part of our living. 
Some amount of chronic illness is expected as part 
of the process of aging. Society, in its ignorance 
and in its acceptance of these illnesses, is not 
aware of their destructive force. Hence it is diffi- 
cult to arouse concern for the problems that arise 
from chronic illness and to obtain action that may 
lead to their amelioration. 


Problems in Controlling Effects of 
Chronic Diseases 


I would not minimize the difficulties that are 
implicit in planning to control the effects of 
chronic diseases. The chronic diseases include 
many different types of ailments: heart diseases, 
orthopedic disorders, chronic rheumatism, cancer, 
the neurological diseases, diabetes mellitus, as well 
as many others. They have in common the long 
duration of the illness, the problems of medical 
care, and the social and economic consequences 
that ensue. There is no one method of preven- 
tion, cure, and relief of all chronic diseases. 


As soon as we attempt to apply preventive 
measures to diseases other than those infectious 
diseases that can be controlled by mass methods 
involving public hygiene and sanitation or by vac- 
cination, we enter a debatable field. In the case 
of such chronic diseases as tuberculosis and 
syphilis, public education on how to prevent in- 
fection, coupled with the provision of adequate 
facilities for the treatment and isolation of infec- 
tious cases, has been found efficacious. These are 
diseases of known cause against which a direct 
attack can be made. In the case of tuberculosis, 
it is unknown to what extent the campaign of 
public education, the isolation of active cases in 
hospitals, or the improvement in the mode of liv- 
ing of the masses have each contributed to the 
great reduction of its incidence. 


An educational campaign to prevent heart dis- 
eases, chronic rheumatism, or the neurological dis- 
orders would obviously be futile, because there is 
no intelligent method of preventing these diseases, 
the causes of which are unknown. Educational 
methods looking toward prevention must for the 
present be directed largely to physicians, teaching 
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them how to recognize and treat these diseases 
so that their effect may be minimized. Beyond 
this, prevention depends on the support of clinical 
and laboratory studies into the nature of these 
chronic diseases, in the hope that increasing 
knowledge may create future tools to combat 
them. Organized care, proper facilities for treat- 
ment, properly supported laboratories for the in- 
vestigation of disease, and the education of the 
rank and file of physicians at present form the 
best method of prevention of chronic diseases. 
In the case of some disorders, such as diabetes 
and heart diseases, instructing the patient how 
to live with his disability is important. 


Massing Cases of the Same Illness Leads to 
Research Into Its Cause and Treatment 


With the organization of proper facilities for 
the care of the chronic sick, there ensues a mass- 
ing of many cases of the same illness in hospital 
or out-patient department. This leads directly 
to a better understanding of these diseases and 
fruitful research into their causes and treatment. 
This sequence has repeated itself again and again 
in the development of medical knowledge, and is 
today contributing to better knowledge of some 
chronic diseases. In New York City, for instance, 
there are 58 well organized cardiac clinics, that. 
have banded together in an association for the 
establishment of clinic standards and for the 
study of heart diseases. In the fifteen years that 
this group has been functioning under the direc- 
tion of the New York Heart Association, funda- 
mental changes in our concepts of heart diseases 
have come about largely as a result of this con- 
centration of clinical material, and of the stimulus 
that this has given to research. Similar trends 
are observable in the case of other diseases such 
as diabetes mellitus. 


Physicians often carry out preventive and 
therapeutic measures with too single a viewpoint, 
isolating the effects of disease from the many 
other deleterious influences that affect the popu- 
lace. An appendectomy is performed to save the 
life of a man who will die the following week in 
the electric chair, a manual laborer has a heart 
ailment and his daily work renders the therapy 
useless, high caloric diet is prescribed for a pa- 
tient who has too little money to buy an ordinary 
amount of food. The National Health Survey 
has tellingly revealed the close connection between 
disease and poverty. Two persons on relief are 
disabled for one week or longer by chronic ill- 
ness for every person in the middle or higher 
income groups. The average case of disabling 
chronic illness among persons in relief families 
is 63 per cent longer in duration than the average 
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case in the more privileged groups. The annual 
per capita volume of disability in the relief group 
is three times as great as among the families in 
the upper income group. 


Chronic Disease and Poverty 


There is a reciprocal relationship between 
chronic disease and poverty: prolonged illness 
leads to destitution and want breeds disease. The 
treatment of many of the chronic sick is ineffec- 
tual unless decent housing and adequate food is 
available. Rehabilitation, physical, psychological, 
and economic depends on finding a job within the 
compass of the powers of the handicapped person. 
Work that is too taxing accelerates the disease 
and leads to total disability. It is rarely possible 
to make these many adjustments in the case of 
the average worker who is chronically ill. So the 
disease, even when recognized in its early stages, 
continues unchecked, the patient becomes an in- 
valid, a burden to himself, his family, and society. 
The treatment of severe diabetes with the aid of 
a strict diet and insulin, of pernicious anemia 
with diet and liver extract is difficult and unsatis- 
factory among the poor. Too often they cannot 
afford the proper foodstuffs or lack the leisure 
and understanding to prepare them properly, and 
rarely can they purchase without aid the special 
medicaments that are needed. Gastric and duo- 
denal ulcer is a disease condition in which the 
ulceration and symptoms recur perenially unless 
rigorous dieting and freedom from physical and 
emotional strain can be established as a mode of 
living. It is the inability to make these adjust- 
ments that make dyspeptic invalids of these pa- 
tients and often compels them to undergo a haz- 
ardous operation, which might otherwise have 
been avoided. The patient with a damaged heart 
often accelerates the onset of heart failure be- 
cause he is compelled to pursue a too strenuous 
occupation, even though his medical treatment, as 
such, is ably and faithfully carried out. 


Unfavorable economic circumstance not alone 
makes arrest of chronic disease and rehabilitation 
of the chronic sick difficult; it is responsible for 
the development of much chronic illness. The 
high frequency of tuberculosis among persons who 
live in overcrowded lodgings, who work in unsani- 
tary workshops, and who subsist on insufficient 
food is well known. It is not such common knowl- 
edge that rheumatic fever and its sequel rheu- 
matic heart disease is also a disease of the poor. 
It is rarely encountered among the well to do. 
Rheumatic heart disease would largely disappear 
if decent housing and wages became the order of 
the day. 


It is not the individual sick alone, or even they 
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and their families alone, who suffer because of 
the close link between chronic illness and poverty. 
Chronic illness is responsible for most of the 
“unemployables” on relief, it fills our almshouses 
and “homes for incurables” with crippled inval- 
ids, it contributes a large proportion to the popu- 
lation of our hospitals and homes for the aged. 
Chronic illness is a great destructive force in so- 
ciety. It carries in its wake unemployment, desti- 
tution, neglect of home, neglect of children, 
disorganization of family life and dissipation of 
community resources. 


Community Responsibility in Care of 
Chronically Il 


The medical profession alone cannot hope to 
control the ravages of chronic disease. An aroused 
community, in self-preservation, as well as for 
humanitarian reasons, must face the fact that 
the bare existence forced on so large a proportion 
of our population generates and accelerates dis- 
ease and undermines the health of vast numbers 
of citizens. Chronic disease affects social security 
in as great a measure as old age and unemploy- 
ment. Steady employment, fair wages, and 
proper housing will prevent more disease than 
most laboratory research and educational bally- 
hoo about disease prevention. 


Closely linked with these economic causes of 
illness is the problem of medical care. The Na- 
tional Health Survey again emphasizes the un- 
equal distribution of medical care, and the fact 
that the poor often get no medical attention. Many 
of the relief and low income families received no 
care from a physician for disabling illness, al- 
though a relatively large volume of medical care 
was given to relief families with the aid of Fed- 
eral relief funds. Insufficient medical care is an 
important element in the wastage caused by 
chronic disease. The remedy for this insufficiency 
is part of the whole problem of medical care for 
all of the inhabitants of the United States. The 
care of those of the sick to whom society has not 
given the opportunity of being economically self- 
sufficient and who, therefore, cannot purchase the 
needed medical care, is a direct responsibility of 
society, not an opportunity for charity to be gen- 
erously dispensed by the medical profession. It 
concerns the sick, the physicians, and society, but 
society most of all, for it is a direct community 
responsibility. Some modification of our present 
system of medical care must be made to ensure 
that all of the sick receive adequate care, and that 
this care is paid for by society and does not de- 
pend on the generosity and the initiative of the 
medical profession, nor the accident of philan- 
thropy. 
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Ill, But Not Ill Enough to Be Received 
in a Hospital 


What opportunities has the chronically ill per- 
son today to obtain adequate treatment of his ill- 
ness and to receive suitable institutional care, if 
the need for it should arise? The vast majority 
of the chronic sick cannot remain self-sufficient 
in seeking health; they must turn to the commu- 
nity for whole or partial assistance. But the com- 
munity has little to offer, because there is no well 
planned and integrated service for the chronic 
sick. 


The overwhelming majority of patients regis- 
tered in medical out-patient clinics suffer from 
some form of chronic disease. In special clinics, 
as in those devoted to heart disease, gastrointes- 
tinal disorders, arthritis, syphilis, and diabetes, 
medical care is on a rising level of excellence; but 
in general clinics it is haphazard and opportunist. 
As the patient returns month after month with- 
out improvement, the doctors are apt to regard 
him as a nuisance; under the present set-up they 
can do no more for him. So they refer him from 
one clinic to another, largely in the hope of get- 
ting rid of him. 


Even in the best clinics, little thought is given 
to the relationship between clinic care and that 
offered by other agencies in the community. Sin- 
gle-handed, the physician can accomplish little 
for many of these patients. Usually the patient 
cannot afford to adjust his living to his medical 
needs; he cannot get a job that will not overtax 
his physical strength; he cannot afford to rest; 
he cannot live in a decent home; he cannot buy 
sufficient food of the right sort; he may not under- 
stand the need for meticulous care in following 
out certain instructions from the physician. With- 
out correction of these fundamental human needs, 
professional medical care accomplishes little. In- 
adequate social service is responsible for much of 
this state of affairs. But even the best medical 
and social services cannot overcome the effects of 
poverty, unemployment, and poor housing. 


Much of this chronic illness that floods the out- 
patient clinics is still in its earlier, more hopeful, 
stages; yet the patient is not ill enough to be re- 
ceived in the hospital. It is only when his disease 
is so far advanced that he is completely and often 
permanently disabled that he can gain admission 
to a hospital. 


Fully 20 per cent of patients in general hos- 
pitals in New York City are suffering from some 
chronic disease. Many of the chronic sick belong 
in the wards of a general hospital. It is only 
when study of their illness reveals that they will 
need prolonged hospital or custodial care that they 
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should be transferred to a special institution. The 
great number of the chronic sick in general hos- 
pitals is due to the fact that there is no other 
place to which to send them and that once they 
have gained admission, it is difficult to discharge 
them. It has been estimated that not more than 
5 per cent of ward beds of general hospitals would 
be needed for chronic patients if other and proper 
provision were made for the majority of those 
who need long continued hospital care. Too often 
the patient is discharged though he may still need 
active medical care. Many are sent to their homes 
even though there are no facilities for their care 
at home. Consequently in a few weeks, the bene- 
fits of the previous hospital care are lost, the ill- 
ness again progresses, and the patient is read- 
mitted to the same hospital in a worse condition 
than on his first admission. He may be trans- 
ferred from a voluntary to a municipal hospital; 
but even the municipal general hospital tries to 
dispose of him as quickly as possible, usually to 
the city home or almshouse. The chronically ill 
patient is shuttled from pillar to post; each insti- 
tution tries to shift responsibility for his care to 
another one. 


At present there are very few hospitals for 
chronic diseases in the full sense of the term. 


Medical Care in Homes for Chronically Ill 


The policies of homes for the chronically ill are 
based on the assumption that their patients are 
hopelessly and incurably ill, that any medical 
treatment beyond that minimum needed to keep 
them fairly comfortable is extravagant and un- 
necessary. They do not always take pains to 
make careful selection of their cases, and admit, 
not only those who need merely custodial care, 
but many who still require active medical atten- 
tion. Yet these homes are not prepared to give 
such care. Most depressing of the homes for the 
chronically ill are the cancer homes. There pa- 
tients are received to await death with little 
medical relief, no roentgen, radium therapy, or 
palliative operations, which often achieve a tem- 
porary recession of the disease and prolongation 
of life and at times cure. 


About half of the residents of homes for the 
aged are chronically ill. These institutions desig- 
nate approximately 20 per cent of their beds as 
infirmary beds for the care of the sick. Most of 
these homes are not staffed or equipped to take 
care of the sick, so that many residents of homes 
for the aged receive insufficient medical care. 


Convalescent facilities are often misused for 
the care of persons permanently incapacitated. 
In spite of the avowed policy of these homes not 
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to accept the chronic sick, about one-third of their 
patients are ill with chronic disease. 


The chronic sick who are not in institutions 
and are confined to their homes, unable to attend 
out-patient clinics, are probably the most neg- 
lected class. It is impossible to estimate their 
numbers. 


Care of the Chronically Ill Beyond Bounds 
of Private Philanthropy 


Because the chronic sick can contribute very 
‘ittle to the cost of their care it is becoming in- 
creasingly difficult for voluntary agencies to as- 
sume financial responsibiilty for them. Every 
year New York City contributes greater amounts 
to the various voluntary agencies for the support 
of the chronic sick in private institutions. Be- 
cause of its large contributions to private agen- 
cies caring for the chronic sick, the city must set 
standards for their care and determine the suit- 
ability of the various types of institutions for the 
care of the several types of chronic illness. Past 
experience with tuberculosis and insanity, which 
are special forms of chronic illness, has demon- 
strated that the solution of the problem goes far 
beyond the bounds of private philanthropy. The 
care of the chronic sick in all its phases is pri- 
marily a responsibility of the municipality. Mu- 
nicipal facilities will have to be further developed. 


Community Obligation to the Chronic Sick 


How shall a community meet its obligation to 
the chronic sick? The prime need is the estab- 
lishment of a policy for the care of the chronic 
sick and a correlation of the various facilities, 
public and private, that may be employed in their 
care. Then patients could be classified and as- 
signed to the proper service according to the type 
of care they need. A patient may need care in the 
chronic hospital, in the custodial home, in an out- 
patient clinic, or he may need the services of a 
physician and nurse in his home. The existing 
institutions represent a haphazard development 
which has not been guided by any consistent 
policy. There is no uniform system of admission 
to the several institutions, patients are not prop- 
erly sorted; the different institutions are not func- 
tionally related to one another, each pursues its 
own individual development. Most of the insti- 
tutions are ill-adapted to the needs of their pa- 
tients. There are so many facets and ramifica- 
tions to the problem that it would seem wise to 
establish a special administrative section for the 
chronic sick in the local government. 


A completely equipped and staffed hospital for 
chronic diseases must be the nucleus of the service 
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for the chronic sick. The efficiency and standards 
of the whole service depends on the standards set 
by this hospital. In a sense, the hospital for 
chronic diseases is the wrong end at which to be- 
gin a program for the relief of the chronic sick. 
It receives the end stages of chronic illness and 
at best can only mend the disabled sick. It is 
almost inevitable that one should start in this 
way, because the many chronic sick who need 
hospital care must be taken care of in some way. 
Moreover, such a hospital focuses attention on the 
problem and serves as an educational ferment to 
encourage further development of the general 
program for the care of the chronic sick. It func- 
tions further as a professional center from which 
in the future will radiate different and correlated 
services. It seems that in the field of curative 
medicine the establishment of an institution must 
always come first and that subsequently in the 
course of its growth, ancillary services are devel- 
oped. Through similar stages the care of the 
mentally sick evolved. First were established 
asylums for the custodial care of the mentally ill. 
In the course of years, these became hospitals. 
More recently out-patient clinics were established 
in connection with these hospitals. The whole 
mental health movement matured and emphasized 
the prevention of mental disorders and so keeping 
patients out of institutions. So, we hope, it will 
be with the chronic sick. 


A hospital for chronic diseases is only one ele- 
ment in a complete service for the chronic sick. 
Every chronic invalid admitted to the division for 
the chronic sick should first enter the hospital for 
chronic diseases for a diagnosis and for an inten- 
sive attempt at physical rehabilitation. At the 
same time a medical social worker must study his 
social problems. This medical and social survey 
must determine whether the patient should re- 
main in the chronic hospital, be transferred to the 
custodial division, receive care in an out-patient 
clinic or receive home medical and nursing care. 
A hospital for chronic diseases does not differ 
essentially from a general hospital. In addition 
to all of the facilities in a general hospital, de- 
partments of physiotherapy and occupational 
therapy must be particularly well developed. 
Economy for the taxpayer in the care of the de- 
pendent chronic sick depends to a great extent 
upon an efficient social: service department that 
can develop the patient’s own resources, employ 
available community resources in his behalf, and 
contribute to treatment planned to reduce as far 
as possible his disability and dependence. Al- 
though it is important in any institution to regard 
the individuality of a patient, this requires par- 
ticular emphasis in a hospital for chronic diseases. 
The patients remain in the institution for so long 
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a while that a very conscious effort must be made 
to meet their social, intellectual, and spiritual 
needs. Certain facilities for privacy, at the very 
least a locker in which personal belongings may 
be kept, are essential. 


Domiciliary institutional care for the chronic 
sick whose disease is non-progressive and does not 
demand active medical care is an important phase 
of the program for the chronic sick. These pa- 
tients have to be placed in institutions because the 
combination of a physical handicap and poverty 
makes home care impossible. The problem is not 
one of supplying medical care but of providing 
a decent home, for most of the patients trans- 
ferred to the custodial section will remain there 
for the rest of their lives. The important fea- 
tures of such domiciliary care are the provision 
for a minimum of privacy, facilities to rest during 
the day, buildings planned to afford the crippled 
possibility of getting about to sitting rooms and 
dining rooms, to the out-of-doors, and to central 
workshops, and the like, ample space for wheel 
chairs, occupation and diversion. There should 
be three custodial beds to every hospital bed. The 
custodial units should be closely related to the hos- 
pitals for chronic diseases. Patients should not be 
admitted to them directly, but only after hospital 
study has shown them to be in need of no further 
medical care. The custodial units should have an 
infirmary where minor intercurrent illnesses can 
be treated. Any patient who becomes really ill 
should at once be re-transferred to the chronic 
hospital. The policy of payments by the local 
government for destitute patients in voluntary 
institutions should be continued; and the practice 
should be systematized to insure that the institu- 
tion admits only the type of patient for whose 
care it is equipped and that it gives a type of care 
suited to the patient’s needs. As the provision 
of the Federal Social Security Act will make it 
possible for more of the aged to remain at home, 
some of the voluntary homes for the aged might 
well consider admitting more of the chronically 
ill of the custodial group in the middle and later 
years of life. Such homes could then be used 
more extensively for city charges under condi- 
tions formulated by the local government. 


Home Medical Service 


Home medical care is much more economical 
than institutional care, even when all necessary 
medical, nursing, and social service is given. In 
the case of many chronic invalids, care at home 
or in a foster home is also a much happier solu- 
tion for the patient and his family. Among the 
patients who can receive home care are many of 
the custodial group requiring long time care, who 
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have a family or can be boarded in a family board- 
ing home or in a nursing home. 


In New York City the feasibility of home med- 
ical and nursing care has been demonstrated by 
the Department of Public Welfare. A certain 
number of physicians’ visits to the home are pro- 
vided. These physicians are drawn from a panel 
and paid by the visit. Nursing is provided 
through the existing nursing services. Through 
the agency of a WPA project, visiting housekeep- 
ers are sent to certain patients. It was found 
that approximately 15 per cent of the chronic pa- 
tients listed for home care were in need of hos- 
pital care. The greatest weakness of the service 
is the difficulty in obtaining admission of the pa- 
tients to hospitals for diagnosis and the lack of 
laboratory facilities. 


The home medical service should be under the 
Department of Hospitals. The Hospital Depart- 
ment is charged with responsibility for all other 
forms of medical care. If home medical care 
were added to its responsibilities, it would allow 
maximum flexibility in following the changing 
status of a patient from hospital to home care or 
from home care to hospital or dispensary without 
interruption of the medical and social program. 
The facilities of the municipal hospitals would be 
available to the physicians giving home care for 
the many needed laboratory tests. The best form 
of administration of home medical care has not 
yet been devised. 


Chronic illness lasts for years; and during these 
years, there is a frequent change in the medical 
status of the patient calling for different types of 
medical care. It might be feasible to make the 
out-patient clinics the centers from which home 
medical and nursing care would emanate. Under 
such circumstances a plan might be worked out 
whereby the physicians attached to the out-pa- 
tient clinic, using the clinic as a center, would 
go into the homes to render service to those un- 
able to come to the clinic. When hospital care is 
needed the same physicians would refer the pa- 
tient to the hospital and the hospital in turn would 
transfer suitable cases to the chronic hospital. 
The time is not far off when physicians will be 
paid for the work in the clinics, and such com- 
pensation might well include the responsibility 
for a certain number of home visits. 


Nursing Service 


There is a question, too, whether nursing serv- 
ice should be operated under municipal auspices 
or should be bought from the voluntary nursing 
organizations already in the field. For the pres- 
ent, at least, it would be wisest to employ the ex- 
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isting agencies. Comparatively few of the chronic 
patients needing home care will require highly 
skilled nursing. The majority need the type of 
care that can be given by an attendant under the 
supervision of a trained nurse. For many pa- 
tients, the visiting housekeeper can give all the 
service that is required. The time has arrived 
when the experiences gained from these many 
different forms of home care under different aus- 
pices can be evaluated, and a comprehensive plan 
established whereby the hospital department can 
provide a complete system of care in the home 
for the chronic patient. 


When the Family Breadwinner Is II 


In the case of many families whose breadwin- 
ner is sick with a chronic illness, supplying medi- 
cal and nursing services is not enough to enable 
the family to survive. This has been recognized 
in the case of certain special diseases, in particu- 
lar tuberculosis and insanity. A family with chil- 
dren receives a certain public subsidy if the 
father is ill in a hospital. The same considera- 
tions apply to all chronic disease. In all cases in 
which study by the official social agency reveals 


that disease in a breadwinner is disrupting the 
family and gravely handicapping the lives of the 
children, some form of invalidity allowance must 
be provided. This is still a relatively unexplored 
field in this country, but one that will have to 
receive attention. 


Conclusion 


The picture of the status of the chronic sick 
in the community is one of complete confusion. 
The picture of the inroads of chronic disease, of 
its prevalence and its destructive force, on the 
other hand, is vivid and precise. We have the 
knowledge to dispel this confusion and to replace 
it with a constructive, ordered program. There 
must be permanent farsighted coordinated activ- 
ity for the prevention and relief of chronic ill- 
ness. This can be accomplished by no overnight 
magic; it demands a continuous effort based on a 
plan that will step by step reach the goal of com- 
plete municipal control of the problem. 


We pride ourselves that we no longer use the 
term “incurables” ; that, enlightened, we call them 
the “chronic sick.” Yet, our attitudes and actions 
still lag far behind our words. 
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American College of Surgeons 
Sectional Meetings — 1939 


Nashville, Tennessee—Andrew Jackson Hotel 
January 18, 19, 20 
Alabama, Arkansas, Florida, Georgia, Kentucky, 
Louisiana, Missouri, Mississippi, Tennessee 


Baltimore, Maryland—Lord Baltimore Hotel 
March 15, 16, 17 
Delaware, District of Columbia, Eastern Pennsyl- 
vania, Maryland, New Jersey, North Carolina, 
South Carolina, Virginia, West Virginia 


Indianapolis, Indiana—Claypool Hotel 
March 22, 23, 24 
Illinois, Indiana, Iowa, Michigan, Ohio, Wisconsin 


Winnipeg, Manitoba—Fort Garry Hotel 
March 29, 30, 31 
Alberta, Manitoba, Minnesota, North Dakota, 
Northern Ontario, Saskatchewan, South Dakota 





An Appreciation 


The Joint Advisory Committee of the Amer- 
ican, Catholic, and Protestant Hospital Associa- 
tions desires to make acknowledgment of the ser- 
vices of Boris Fingerhood, superintendent of the 
Israel-Zion Hospital, Brooklyn, New York, in 
initiating the plan for the distribution of surplus 
agricultural commodities to hospitals and elee- 
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mosynary institutions by the Federal Surplus 
Commodities Corporation of the Agricultural 
Department. 


Mr. Fingerhood initiated the correspondence 
which led to the conversations between the Joint 
Advisory Committee of the hospital associations 
and the Federal Surplus Commodities Corporation 
of the Agricultural Department, and through 
which the agreement for the distribution of sur- 
plus commodities to hospitals was consummated. 


The Connecticut Hospital Association 


The Connecticut Hospital Association held its 
Fall meeting on November 29. The Association 
unanimously approved of the repeal of the old 
Constitution and By-Laws and the adoption of 
the new By-Laws coincided with the By-Laws of 
the American Hospital Association. 


The following officers were elected: 


President: Mrs. Lucy A. Pollock, Wm. W. 
Backus Hospital, Norwich 


Vice-President: Wilmar M. Allen, M.D., 
Hartford Hospital, Hartford 


Secretary: Fred J. Loase, Greenwich Hos- 
pital, Greenwich 


Treasurer: Anna M. Griffin, Danbury Hos- 
pital, Danbury 


65 











a: ASI WAST 1 NEAR MOST PANT 1 Ne 





BERT W. CALDWELL, M.D.., 
" Editor 
¥ 
i G. HARVEY AGNEW, M.D., ROBERT JOLLY, 
4 : Secy., Department of Hospital Service, Superintendent, Memorial Hospital, 
4 ES Canadian Medical Association Houston, Texas. 
4 2 Toronto, Ont., Canada. 
se 
Z MD 
Ke WALTER E. LIST, M.D., 
ae W. L. BABCOCK, M.D., ; 
- S intendent, ish Hospital, 
br Z Treasurer, Grace Hospital, ceernn tin. SoD Sane 
f ASS : Cincinnati, Ohio. 
; = Detroit, Michigan. 
/ = MALCOLM T. MacEACHERN, M_D., 
| ASA S. BACON, 
i ' ‘ Associate Director, 
ry. hea gga ea Presbyterian Hospital, American College of Surgeons, 
Chicago, Illinois. Chicago, Ilinois. 
CAROLYN E. DAVIS, CHRISTOPHER G. PARNALL, M_D., 
ne pee Mountain Memorial Medical Director, Rochester General Hospital, 
Hospital, Bristol, Virginia. Rochester, Mew Yok. 
i e NATHANIEL W. FAXON, MLD., WINFORD H. SMITH, M_D., 
| Director, Massachusetts General Hospital Director, Johns Hopkins Hospital, 
; Boston, Massachusetts. Baltimore, Maryland. 
i a S. R. D. HEWITT, M.B., WILLIAM H. WALSH, M.D., 
Superintendent, St. John General Hospital, Hospital Consultant, 
{ St. John, N. B., Canada. Chicago, Illinois. 
—} 
ie 
= FREDERIC A. WASHBURN, M.D., 
t & Director, Cambridge Hospital, 


Cambridge, Massachusetts. 


“a, 


RBLURBLURA 


it : be 
4 








27 ae ERG IE ERE 17 SR en oe eat in Sa 
ST SST AST NASTY AST ART EAS SITY RSI SIT ASI ES ‘ 








“BASS 


BLUE 





LUE 


RW 


‘a 


RELI 


AULT 


ty 
- 


rye 
WY 


7 


BU} 


HOSPITALS 








EDITORIALS 


Toronto—1939 


The Board of Trustees takes great pleasure in 
innouncing the time and place of the 1939 Con- 
vention of the American Hospital Association— 
Toronto, Canada, September 25 to 29, inclusive. 


Toronto, with some of the finest hotels in North 
America, its spacious convention hall, remarkable 
transportation facilities, and its ideal September 
climate, offers a convention setting that cannot be 
surpassed. 


This convention will bring together a World’s 
Congress of hospital people, and probably the 
largest attendance of any of our conventions. 


Meeting in Toronto with the American Hos- 
pital Association are: 


The International Hospital Congress 
The American College of Hospital Adminis- 
trators 
The American Protestant Hospital Associa- 
tion 
The Association of Nurse Anesthetists 
The American Occupational Therapy Asso- 
ciation 
It is our first meeting with our Canadian col- 
leagues in a Canadian city since 1931. Those 
who attended that convention recall the cordial 
hospitality which Toronto extended, and look for- 
ward with pleasant anticipation to our next meet- 
ing there. 


Every detail of the Convention will be carefully 
arranged for the comfort and entertainment of 
our members and guests. The program will at- 
tract the interest of hospital people not only on 
this continent but the world over. 


Our Freedom of Choice 


If the principles of liberty and equality of op- 
portunity are good politically should they not be 
equally desirable and applicable in other activi- 
ties, in medicine for instance? Of course, doc- 
tors have always been incorrigible individualists 
and have always rebelled at any attempt at regi- 
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mentation. Freedom of choice by the patient and 
freedom of action by the physician have always 
been their creed. Sickness is a very personal 
affair, so let every sick person choose his doctor 
even though he choose foolishly. It is better so 
than for any other person or government or or- 
ganization to try and direct this intimate per- 
sonal relationship of patient and physician. Gov- 
ernment, after many centuries of failure, has rec- 
ognized the futility of trying to direct man’s re- 
ligion and there is much akin in religion and 
medicine. Faith is necessary in both. 


To live our modern life requires the acceptance 
of some form of government. To live under any 
form of government requires the giving up of 
some liberties. We agree to settle our political 
differences by votes; our personal affairs in 
courts, not by fighting. We pay taxes for police 
and fire protection, for roads, for water, for sani- 
tation, and for Boards of Health. But in all of 
these there is a limitation of the relinquishment 
of liberty beyond which we will not go. We must 
have free speech, the right to worship, the right 
to meet in free assembly, and I would add, the 
right to choose our own doctor and our hospital. 
For the public good we must be subject to the 
regulations of the Health Department. If our 
disease is dangerous to the public health, then we 
and our physician must follow certain rules. Wise 
Health Departments can assist, encourage, and 
educate in many ways but should not, nay, must 
not, direct the practice of the physician. They 
may set educational standards but may not con- 
trol the hand or mind. 


There has recently met in Washington a con- 
ference imbued with the high purpose of improv- 
ing the health facilities in the United States. 
They presented irrefutable evidence which sub- 
stantiated similar evidence presented in 1932, 
that our medical system can be improved. They 
recommended many desirable things. The de- 
tailed plan has not yet been clearly presented. 
Let us look forward with hope that in it there 
will be imposed no restrictions upon the freedom 
of choice by the patient of his doctor nor upon 
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the medical care of the patient by the doctor. If 
better medical care for this country at a cost that 
can be borne can be provided through an im- 
proved organization, either upon a voluntary or 
on a compulsory basis, let us consider the sug- 
gésted plans calmly and without prejudice, but let 
us test them with this ideal. Do they preserve 
freedom of action by both patient and physician? 


Hospitals and doctors naturally go together. 
From freedom of choice of physician there fol- 
lows freedom of choice of hospital, qualified by 
the economic condition of the patient. This quali- 
fication merely preserves the accepted principle 
of the right of man to benefit from the result of 
his own labor, wisdom, or frugality. Our present 
hospital system whereby voluntary and govern- 
mental hospitals cooperate in the care of the sick 
and supplement each other’s works fulfills this 
principle. Will the proposed plans preserve this 
cooperation? Will opportunity for competition in 
good deeds and good service still be preserved for 
both voluntary and governmental hospitals? 
Ideals and morals are necessary to make a peo- 
ple great. Let us keep alive the spirit of charity, 
of interest in our neighbors’ welfare and preserve 
a willingness to give aid to those in need and 
through the support of our voluntary hospitals 
provide a method for the expression of this spirit. 
Government is necessary but government is not 
all. When a people relinquish all their re- 
sponsibilities to their government they relinquish 
likewise all their rights and liberties. Let us, 
therefore, test all plans for health insurance not 
only as to its effect upon our physical and medi- 
cal welfare but also as to the effect upon our 
ethical and moral welfare. 

N. W. F. 


A Public Relations Program 


“Good will’ in a business is that intangible 
which brings customers back to renew business 
relationships and which gains for the business 
new friends and patrons. The desirability of do- 
ing this is self-evident, and Federal and local gov- 
ernments, industries, both large and small, and 
amusements of all kinds have long appreciated 
the value of this “public relationship” and have 
provided ways and means for selling their par- 
ticular field of endeavor to the community at 
large. 


Today, the hospitals in this country are more 
and more beginning to consider the value of a 
public relations program. Although investigation 
has revealed that several hospitals have set up a 
Permanent Public Relations Committee, no clear- 
cut method of procedure upon which a hospital 
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can pattern its approach has been published. It 
is significant, however, that many institutions feel 
the need of some form of organization to deal 
specifically with the matter and a considerable 
amount of experimental work is being done. 


While the responsibility for good will for the 
hospital rests upon the Board of a hospital, the 
Board cannot function as a permanent public 
relations committee as effectively as the needs 
of such a highly complicated organization de- 
mand, it is too large a group, its time already is 
fully occupied, and the intervals between its meet- 
ings are too long. 


To maintain and improve “good will” for an 
institution requires constant and immediate at- 
tention to the manifold activities of the whole 
institution in so far as such activities leave an 
impression upon public opinion. The judgment 
which the public passes upon a hospital, the ex- 
tent to which it uses its facilities, and its response 
to solicitations for funds and endowments for 
buildings, research, and current needs are af- 
fected by reaction of the public to those factors 
which go to make up the life of the institution— 
the physical plant, the president and the Board 
of Trustees, the medical staff, the administrative 
personnel, the service to the patient and to the 
public, and the nursing school. 


It is clear that the activities of these six divi- 
sions is a composite picture of the life of the 
whole institution. Any committee dealing with 
criticisms of such activities must be informed, 
however, that such a committee is not a substi- 
tute for the board of directors. Nor is it a sub- 
stitute for the superintendent, and the superin- 
tendent is in no sense responsible to such a com- 
mittee. 


The meetings of a public relations committee 
should be frequent, private, and strictly confiden- 
tial. It should have authority to recommend ac- 
tion to a board of directors, but have no author- 
ity of its own to initiate action. Its right to 
critical judgment must be limited to such activi- 
ties as react in a reasonable measure upon public 
opinion. Of great advantage is the opportunity 
it can afford for a confidential exchange of ideas. 


A public relations committee should be repre- 
sented by at least three members of a board of 
directors, the president of the medical staff, the 
directors of nurses, and the superintendent of the 
hospital. 


It would appear that in communities where 
hospital councils exist, it should be the work of 
the council to establish a public relations pro- 
gram. Individual programs among hospitals may 
add one more reason for competition, that is the 
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type of competition which leads to the ardent so- 
licitation of staff members, the hunting for pa- 
tients, and the cutting of rates, rather than the 
only competition which should exist among hos- 
pitals—the competition of service. What better 
function could a hospital council perform than to 
found a well-worked out public relations pro- 
gram which will be of equal benefit to each hos- 
pital in a given community, as well as to the 
community itself. 
W. E. L. 


Care of Chronic Disease Cases 


In these days of intensive investigation of dis- 
ease, such as we find in our teaching hospitals, 
attention should be called again and again to that 
very important group of chronic disease cases, 
which fails to receive adequate thought. 


We are all familiar with what happens when a 
person develops a chronic disease, or is the vic- 
tim of an accident, which leaves him unable to 
earn a living. If he is not fortunate enough to 
obtain a bed in the very limited number of insti- 
tutions for chronic disease, supported by private 
charity or the church, he must go to the infirmary 
supported by city or state. This infirmary in all 
too many cases is allied with the almshouse, and 
is an outgrowth of its sick bay. In most of these 
institutions today, patients receive kindly and 
good medical and surgical care. Nevertheless, 
there is a certain amount of stigma attached to 
entrance to such an institution, with the result 
that patients often postpone going to it until ab- 
solutely forced to do so, much to their detriment. 
Again, many of these infirmaries are so located 
that they are very inaccessible, thus making an 
additional hardship for the patient and his 
friends. 


Hospitals for patients with chronic disease 
should be separated from almshouses. They 
should be located contiguous to and become a part 
of hospitals for acute diseases. Wherever pos- 
sible, the hospitals selected for this alliance 
should be those which are connected with medi- 
cal schools, where laboratories of a high grade 
exist and where research into the causes of dis- 
ease is practiced, supported, and encouraged. 
Every such hospital would be the better for the 
addition of wards for chronic patients. The pa- 
tients would be better cared for, because where 
teaching exists the teacher cannot afford to make 
errors or do slack work in the presence of eager, 
keen, and critical medical students. Needless to 
say such patients’ board should be paid from pub- 
lic funds; perhaps when they are elderly old age 
assistance would go a long way toward this end. 
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Let then the large unit for the chronic sick be 
allied with the city hospital, but let each teach- 
ing hospital do its share. It is reasonable to sup- 
pose that information as to the causes of disease 
would come from this association, with existing . 
great laboratories and research men. The care 
of chronic disease in the home and other hospitals 
would be much improved by the instruction of 
medical students, physicians, and nurses which 
would be given there. These institutions, ex- 
panded, would be the most economical way of 
providing beds—and the most efficient. Stigma 
of pauperism would be removed, and all would 
benefit. 

F. A. W. 


an 


Historical Data and Anniversaries 


Few hospitals preserve the data that makes for 
historical record. A metal fire-proof cabinet 
should be provided for minute books, photographs, 
portraits, newspaper clippings, and data refer- 
ring to the contemporary activities of the hospi- 
tal. Many hospitals in the country are approach- 
ing their twenty-fifth or fiftieth anniversary, or 
even their centennial. The hospital management 
preparing for the celebration of one of these pe- 
riods should be extremely grateful to predecessors 
who have preserved the record of progress. 


The commemoration of twenty-five, fifty, or one 
hundred years of hospital activities should be a 
subject of community interest. Progress in hos- 
pital standards connotes community health and 
service. 


Anniversaries may be commemorated in many 
ways. Ample historical data; moving pictures; 
exhibits of hospital scenes at the time of open- 
ing; portraits of founders; set-ups of interesting 
exhibits, such as an operating room of the eight- 
ies alongside of an operating room of the present 
day ; pathological laboratories contrasting the two 
periods; comparative exhibits of old and new 
equipment; a period exhibit of nurses’ uniforms 
on manikins or dolls, all serve to show the ad- 
vance in hospital standards. 


Hospitals that have established a museum of 
abandoned or condemned equipment are in a posi- 
tion to make an exhibit which will attract much 
attention. A chronological history of the hospi- 
tal in pamphlet form will present many reminders 
to the management, staff, and community, that 
have long since passed into the limbo of forgotten 
events. Even a more pretentious historical work 
of two or three hundred pages in a library edi- 
tion with complete rosters of the hospital trus- 
tees, executives, staff, and nurses is desirable 
and would some day be rated as local Ameri- 
cana of great value. Such a work preserves 
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within its covers the hospital record of the cen- 
tury or half-century from which point a new 
start can be made in the preservation of material 
for the next anniversary. 


Keep Your Doctors Informed 


Probably the greatest single factor in creating 
favorable public opinion is the attitude of your 
medical staff toward your hospital. Unless your 
doctors recommend the hospital to their patients, 
you can hardly expect to keep the rooms and 
wards filled. Despite the obvious truth of these 
statements, it is surprising what little is done in 
so many hospitals to keep the medical staff in- 
formed on the major problems of the hospital and 
to encourage their sympathetic understanding and 
support. 


All too frequently the staff doctor harbors the 
idea that the charges of the hospital are exces- 
sive. When his patient complains to him about 
the bill and suggests that the hospital is unduly 
mercenary, he may feel inclined to agree with the 
patient rather than utilize the precious opportu- 
nity to explain the factors involved and turn a 
potential critic into a friend. By not realizing 
the likelihood of extra charges for such details as 
nurses’ meals, care of the baby, physiotherapy, 
and other items, the doctor may embarrass the 


hospital by quoting without authority the likely 
total cost of the hospital sojourn. Or the staff as 
a whole may become highly indignant because its 
request for an electrocardiograph was turned 
down by the Board but a thousand dollars “thrown 
away” on new laundry equipment or mechanical 
stokers. 


All this misunderstanding and misinterpreta- 
tion can be cleared up by a little effort on the 
part of the administration. It is a known fact 
that in too few hospitals has there been any real 
consistent effort to educate the medical staff on 
the problems of the trustee and of the adminis- 
trator. If the doctor thinks that the average vol- 
untary hospital is coining a mint of money, it is 
obvious that he has never had an opportunity of 
studying the hospital cost analysis sheets. Doc- 
tors who know the facts of hospital finance will 
quickly scotch any criticisms of the hospital in 
this respect and become the best allies of the 
hospital. 


And so with the scale of charges. Few doctors 
are in a position to accurately quote the range of 
room rates and the charges for the various inci- 
dentals. They should be informed by means of 
a printed or typed sheet or card and, as these 
articles are frequently lost, repeat copies should 
be distributed periodically. If a request for clini- 
cal equipment cannot be acted upon, the answer 
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should not be a curt “not approved,” minus any 
explanation, but the medical staff should be in- 
formed that, despite a desire of the board to co- 
operate, the financial stringency and the absolute 
necessity of making other vital and overdue re- 
placements necessitated the delay of this purchase 
to a later date. The medical representatives on 
the board of trustees or, if there be none, a mem- 
ber of the board or the superintendent should 
make it a point to attend a staff meeting at peri- 
odic intervals and in a few remarks set forth some 
of the more pertinent problems of administration 
—the large total, yet small individual, salary item, 
the hospital mortgage or overdraft, the per diem 
cost of food, and the cost of the average dressing 
or intravenous glucose treatment. 


Take the medical executive committee on a tour 
of the laundry and the boiler plant. Show them 
your kitchen arrangements, how you weigh the 
coal, repair the beds, and mix your paint. It will 
be a real revelation to most of them. A little ef- 
fort to educate your medical staff on some of your 
administrative problems will repay you a hun- 
dredfold by converting lukewarm supporters and 
mild critics into the most ardent of boosters. 

G. H. A. 


—_——<——— 


The Value of Signs 


It is not uncommon to see signs such as “No 
Smoking,” “Quiet,” “Silence,” “Children Under 
Fifteen Years of Age May Not Visit,”’ and many 
others, too numerous to mention, hanging in 
prominent places in many institutions. What 
value have these signs? What purpose do they 
serve? Are they put up merely so that the mem- 
bers of the organization and the public, who visit 
a hospital for one reason or another, will be in- 
formed that such policies exist and should be 
carried out, or are they put up to be enforced? 


Long ago, the public should have learned that 
“quiet” and “silence” should be bywords in a hos- 
pital; yet, one of the most perplexing problems 
facing a hospital today is the control of loud talk- 
ing in corridors and in the rooms of patients. 


It would appear that there should be as few 
signs as possible throughout an institution, but 
when a sign is placed, it should be prominently 
located and it should be rigidly enforced; other- 
wise, it should be removed. 


There is no doubt that people dislike to be told 
what to do and what not to do, and, to some ex- 
tent, a sign, if enforced without any discrimina- 
tion, may create ill will. But a sign which is not 
enforced leads to the breaking down of the morale 
of an institution and certainly must cause a lack 
of respect on the part of the public. 

W. E. L. 


HOSPITALS 





Report of the Meeting of Board of Trustees 
of the American Hospital Association 


Association Headquarters, |8 East Division Street, Chicago, Illinois, December 3, 1938 


tees was held at 10 a. m. on Saturday, De- 

cember 3, 1938, in the Board Room of the 
American Hospital Association, Chicago, Illinois. 
The meeting was called to order by the president, 
G. Harvey Agnew, M.D. 


PRESENT: 
G. Harvey Agnew, M.D., President 
Fred G. Carter, M.D. 
Asa S. Bacon 
Rt. Rev. Msgr. M. F. Griffin 
Henry M. Pollock, M.D. 
W. S. Rankin, M.D. 
Peter D. Ward, M.D. 
Christoper G. Parnall, M.D. 
Frank J. Walter 
Donald C. Smelzer, M.D. 
Ada Belle McCleery 


Trustee Ellard 8S. Slack was absent because of 
important commitments in California. 


Te December meeting of the Board of Trus- 


VOTED: That the minutes of the Board of 
Trustees’ meetings held in Dallas, Texas, on Sep- 
tember 25, 26, 27 (two meetings), 28, and 29, 
1938, be approved as read. 


The chairman next asked Dr. Carter, chair- 
man of the committee of the three national asso- 
ciations, which was called in conference with the 
Interdepartment Committee to Coordinate Health 
and Welfare Activities to submit a report of the 
meeting of the two committees held in Washing- 
ton on November 21, 1938. The important fea- 
tures presented at this conference were discussed 
at length by Dr. Carter, Msgr. Griffin, and Dr. 
Parnall who were members of the committee, and 
by the other members of the Board of Trustees. 


Dr. Carter reported that the Interdepartmental 
Committee requested that the committee of the 
three hospital associations appoint a committee 
whose counsel and services would be available to 
the Technical Committee of the Interdepart- 
mental Committee. Dr. Carter advised that this 
committee was appointed, with himself as chair- 
man; Father Schwitalls, president of the Cath- 
olic Hospital Association; Bryce L. Twitty, presi- 
dent of the Protestant Hospital Association; 
Claude W. Munger, M.D., chairman of the Coun- 
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cil on Government Relations; and M. Ray Kneifl, 
secretary of the Catholic Hospital Association. 
Mr. Kneifl was selected as secretary of this com- 
mittee. 


The hospital conference committee advised the 
Interdepartmental Committee that in its opinion 
there is a need in this country for departments 
for the care of tuberculosis and mental or psy- 
chiatric illness as units of general hospitals, 
rather than the erection of new buildings to care 
for these types of patients. Inasmuch as the 
Council on Professional Practice is at the present 
time making a study of tuberculosis care in the 
general hospital, and mental care in the general 
hospital, the Board of Trustees are agreed that 
the Council on Professional Practice shall act as 
advisors to the Technical Committee of the three 
hospital associations, and it was 


VOTED: That the Council on Professional 
Practice and the Council on Hospital Planning 
and Plant Operation be asked to act as advisory 
committee to the Technical Committee of the 
three hospital associations. 


VOTED: That the Board of Trustees recom- 
mend that the Executive Secretary consult the 
attorneys of the Association with a view of ex- 
ploring the possibilities, and if these attorneys 
think well of the purpose, to have drawn up the 
first draft of a law establishing a Federal char- 
ter for hospital insurance corporations; this draft 
to be discussed with the Council on Hospital Care 
Insurance and the Committee on Hospital Ser- 
vice, and presented to the Board at the next meet- 
ing on February 11, 1939. 


VOTED: That the Council on Government Re- 
lations be requested to make a study of and draw 
up a formula for the guidance of hospitals in the 
relations between hospitals and government. 


It was agreed that the report of the Joint Com- 
mittee of the American Hospital Association and 
the American Public Welfare Association on 
“Hospital Care for the Needy” as amended by 
the Coordinating Committee be approved. 


VOTED: That the plan submitted by Dr. John 
O. Bower of Philadelphia for reducing the death 
rate from appendicitis by two plans—first, by the 
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education of high school students; and second, 
by the establishing of serum centers throughout 
the country—be referred to the Council on Pro- 
fessional Practice with the suggestion that they 
report their recommendations to the Board of 
Trustees at some future date. 


Dr. Agnew reported that preparations for the 
Toronto meeting are progressing very favorably, 
and that a very active local committee on ar- 
rangements has been secured. Dr. William Cald- 
well, Ontario director of the Red Cross, is the 
local chairman. 


Plans for the International Hospital Associ- 
ation Congress, opening on September 19, 1939, 
are also progressing favorably. Lord Tweedsmuir 
has consented to be the patron of the Interna- 
tional Congress, and it is hoped that he will be 
the speaker at the annual banquet of the Ameri- 
can Hospital Association. 


The Chairman asked for a report of the con- 
ference between the Joint Advisory Committee 
of the three hospital associations and the Federal 
Surplus Commodities Corporation of the Agri- 
cultural Department. The committee reported 
that arrangements had been made whereby hos- 
pitals and other eleemosynary institutions may 
receive upon application, and without financial 
obligation, surplus supplies of grapefruit, 
oranges, and butter. It is understood that under 
these arrangements hospitals will not reduce the 
total amount they spend for food. 


The position of the American Hospital Asso- 
ciation and the hospitals it represents regarding 
the present Social Security Act and proposed 
amendments to the Act that may be presented to 
the coming session of Congress was the subject 
of an extended discussion. It was the consensus 
of opinion of the Board that the action relative to 
these Amendments be left to the discretion of the 
Joint Advisory Committee of the national hos- 
pital associations, and the Joint Committee be re- 
quested to keep in close touch with Washington 
and take any steps which the Joint Advisory 
Committee may deem necessary. 


The budget for the operation of the Associ- 
ation, together with the publication of the official 
journal of the Association, HOSPITALS, was 
submitted for the consideration of the Board, as 
well as a budget of estimated receipts from the 
various sources of income of the Association, 
both of which are incorporated in this report. 
Both the income and operating budgets were dis- 
cussed item by item. After discussion, it was 


VOTED: That the operating budget for the 
Association for the fiscal year 1939 as submitted, 
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with the addition of $13,500 for the work of the 
Councils, be approved in the sum of $126,030.03. 


The chairman next presented a resolution from 
the Coordinating Committee outlining a plan for 
a campaign of public education conducted jointly 
by the American Hospital Association and the 
hospital service plans, together with a reference 
to the report of the chairman of the Council on 
Public Education submitting the purposes and 
program of the campaign for public education, 
and a budget of the necessary expenses connected 
thereto. The resolution was discussed at length, 
and more particularly in connection with an ap- 
propriation of $5,000 for the coming year for the 
campaign to be made by the American Hospital 
Association. The discussion developed that it 
might be possible to arrange for an appropriation 
of $2,000 from the income of the Association, but 
that an appropriation of $5,000 could not be ap- 
propriated in view of available resources of in- 
come and reserves for the year 1939. The acting 
chairman of the Council on Hospital Care Insur- 
ance on the part of this Council withdrew the 
request for the appropriation of $5,000 or any 
other appropriation less than $5,000 which the 
Association might feel well warranted in making 
for this purpose. It was agreed that both the 
Council on Hospital Care Insurance and the Coun- 
cil on Public Education of the Association would 
be concerned in a plan for public education. It 
was agreed that the Board of Trustees are in 
favor of the general principle of accepting finan- 
cial support for such a campaign from the ser- 
vice plans and under the aegis of the American 
Hospital Association, providing that control of 
such financial support is safeguarded. It was 


VOTED: That a committee composed of the 
Executive Secretary of the Association, the chair- 
men of the Councils on Hospital Care Insurance 
and Public Education, and the director of the Hos- 
pital Service Committee be authorized to collect 
information relative to a proposed plan of public 
education and submit a more detailed plan at 
the February meeting. 


It was agreed by the Board that Dr. Rorem 
might advise the Hospital Care Insurance Plan 
directors that there is every assurance that the 
Association will be willing to administer the plan 
if the funds are raised. 


The Coordinating Committee recommended to 
the Board of Trustees that a synopsized proceed- 
ings of the House of Delegates be preprinted and 
sent out in advance of the printing of the proceed- 
ings in full in HOSPITALS, this to be accom- 
panied by a letter to the different state associa- 
tions, signed by the delegates from the different 
states. This recommendation was approved. 
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The Coordinating Committee recommended that 
the President-Elect each year be relieved from 
Council duty. The Board of Trustees approved 
this recommendation. 


The Coordinating Committee recommended that 
a survey of possible Convention cities be made. 
It was agreed by the Board that this be left to 
the Executive Secretary for his action. 


The Council on Hospital Planning and Plant 
Operations recommended the appointment of 
Thomas K. Gruber, M.D., and the reappointment 
of Lucius R. Wilson, M.D., to the Council for a 
term of three years, and the appointment of 
Fraser Mooney, M.D., for a term of two years to 
complete the term of Donald C. Smelzer, M.D., 
who has retired from this Council. It was further 
recommended that the appointment of Lucius 
Wilson, M.D., as chairman of this Council be ap- 
proved. 


VOTED: That these appointments be approved. 


The Council on Administrative Practice recom- 
mended the appointment of John Gorrell, M.D., 
and the reappointment of Graham L. Davis to 
the Council for a term of three years; and the 
appointment of Arden E. Hardgrove to serve the 
unexpired term of Fred G. Carter, M.D., Presi- 
dent-Elect. 


VOTED: That these appointments be approved. 


The Council on Government Relations recom- 
mended the appointment of A. M. Calvin and the 
reappointment of Robert Jolly as members of 
the Council for a term of three years. 


VOTED: That these appointments be approved. 


The Council on Public Education recommended 
the appointment of R. H. Bishop, Jr., M. D. and 
the reappointment of Father J. S. O’Connell as 
members of this Council for terms of three years. 


VOTED: That these appointments be approved. 


VOTED: That the American Hospital Associ- 
ation approve the formation of a National Coun- 
cil on Medical Education and Licensure in Hospi- 
tals, membership of which will consist of repre- 
sentatives of national associations of medicine, 
hospitals, and the allied professions, and the Pres- 
ident be empowered to name the three representa- 
tives allotted to the American Hospital Associa- 
tion. 

The committee appointed to consider a Hospi- 
tal Service and Research Bureau and its support 
reported progress and requested additional time. 
The committee members are Christopher G. Par- 
nall, M.D., chairman; Asa S. Bacon, and G. Har- 
vey Agnew, M.D. 


The Board authorized the Executive Secretary 
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to further explore possible ways of providing the 
employees of the American Hospital Association 
with annuity insurance. 


VOTED: That an appropriation of $13,500 for 
the work of the Councils for the year 1939 be in- 
corporated in the budget. 


VOTED: That the budget as submitted by the 
Coordinating Committee for the work of the 
Councils for the year 1939 be approved. 


VOTED: That a resolution authorizing the 
drawing of checks upon the funds on deposit at 
the Lake Shore Bank upon the signature of the 
Executive Secretary, Bert W. Caldwell, M.D., and 
countersigned by the Treasurer, Asa S. Bacon, 
be adopted. 


This resolution is the usual form which banks 
require organizations to adopt for the withdrawal 
of funds on deposit. 


The Chair next presented a communication 
from S. S. Goldwater, M.D., Commissioner of 
Hospitals of New York, relative to health centers 
and clinics, which suggested that the American 
Hospital Association should investigate and take 
action upon this matter. 


VOTED: That the Board authorize the appoint- 
ment of a committee for this purpose, with Dr. 
Goldwater as chairman, and that he be author- 
ized to select additional members of the com- 
mittee. 


The Council on Association Development rec- 
ommended the appointment of Asa S. Bacon as 
chairman of the Membership Committee. It was 


VOTED: That this appointment and the mem- 
bers of the committee as submitted be approved. 


A communication addressed to the Association 
by the National Information Bureau was pre- 
sented for consideration of the Board. This com- 
munication advised that the organizations which 
were approved by it were asked to nominate rep- 
resentatives to the Council of the Bureau. It was 


VOTED: That the President be authorized to 
name representatives to the Council of the Na- 
tional Information Bureau, and request the Exec- 
utive Secretary to secure further information 
from the Bureau. 


On motion the Board of Trustees adjourned to 
meet at the Headquarters Building at 10 a. m. 
February 11, 1939. 


Respectfully submitted, 


Bert W. Caldwell, M.D. 
Executive Secretary 
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Hospitals Day by Dey—Some Pointed 
Paragraphs 


WALTER E. LIST, M.D. 


@. There is a great demand for better tools to 
measure administrative competency; yet care 
must be exercised as to who will evaluate the 
findings when such techniques are forthcoming. 


@ Through the efforts of organized hospital 
councils some plan of coordinated activity should 
be established in the interest of the hospital and 
employee. Hospital employees have to think of 
potential security and theirs is an equal heritage 
to enjoy pension plans—annuities and such other 
amenities of life as those engaged in commercial 
endeavors. 
Edgar C. Hayhow. 


q@ A pleasant good morning is often better than 
a dozen red roses to the well and the sick. 


@ There are many nurse superintendents in 
small hospitals who are the heads of all the de- 
partments and doing a good job of it. 


@. Good equipment backed up with good sense 
make for a winning combination. 


@ Hospitals differ only in size from a dollars and 
cents standpoint. The fundamental purposes and 
activities are exactly the same. 


@ State hospital associations are gradually as- 
suming great strength because those from small 
hospitals are fast becoming active participants 
rather than silent listeners. 


@ A superintendent too full of administrative 
theory is like a small horse trying to pull a big 
load. 


@. Small hospitals of 50 beds and under, who are 
eligible, belong in the American Hospital Asso- 
ciation. Both can use each other to mutual ad- 


vantage. 
A. F. Branton, M.D. 


q@ It is one of the paradoxes of hospital admin- 
istration that far more attention is paid to the 
fuel that goes into the boilers than to the food 
that is to sustain or restore the patient for whose 
sake the hospital and its power plant have come 
into existence. Perhaps this is because the re- 
sults of failure are more tangible in the first case 
than in the second. If this is the psychologic 
explanation, it is all the more regrettable. 


@. The mere fact of being sick is not a disgrace, 
no matter what the sickness may be. To be sick 
with a disease that could have been prevented 
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with reasonable care is decidedly to the discredit 
of the patient, who is not the only one who takes 
the consequences; and, one might add, to the 
community, which may not have done its full duty 
in enlightening him. To continue to suffer from 
sickness under any circumstances, without seek- 
ing the relief which the medical profession indi- 
vidually and in its organized form can give, is a 
grave injustice to everyone concerned. 
E. M. Bluestone, M.D. 


@ Lay long plans. All development is gradual. 
Put thoughts and plans down in your common- 
place book and let them germinate there. Gib- 
bons took twenty years to write, “The Decline 
and Fall of the Roman Empire,” and Bancroft 
was twenty-six years finishing his great history. 
Long plans are better plans, because they give 
your successor something to work on. 
Anonymous. 


@ Nursing is still a very personal process and 
therefore we need to change nurses as well as 
nursing techniques. There should be a new de- 
termination to create fine personal qualities in 
our employees, that is, the rank and file, grad- 
uates, students, and ward aides. This would be 
a powerful factor in satisfying doctors and in 
giving better service to patients. Central to 
everything we do is the one act of actual nurse- 
patient contact repeated daily in a thousand vary- 
ing forms. Every stick and stone, every piece of 
scientific equipment, every dollar, every cleaner 
and maintenance man, laundry worker, maid or 
cook, every office employee, or laboratory tech- 
nician is here to help the nurse. We nurse the 
doctor’s patients. We have nothing else to do. 
The doctors send patients here only for this, and 
they send them here for nothing else. Other serv- 
ices tie in and are ancillary to nursing, but nurs- 
ing is central. » The nurse at the bedside, in the 
delivery room or operating room epitomizes the 
hospital. Back of her, supporting her, and sup- - 
plying things and services, is all the rest of the 
hospital personnel. She contacts the patient. The 
patient is well served only if the contact is suc- 
cessful. Through her, patient and physician eval- 
uate the nursing care of the hospital. She is the 
fulcrum. On her and her work on floors and in 
the several specialized departments we should 
concentrate. 
Anonymous. 
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Among the Associations 


E RECENTLY addressed a letter to the 
YY rresicent of the state and provincial 

hospital associations asking them to reply 
to the following questions: 


1 What is the outstanding achievement of hos- 
pitals in your state (or province) for the 
year 1938? 


2 In what way can hospitals in your state (or 
province) develop a more complete and bet- 
ter distributed hospital service for the popu- 
lation? 


Our readers will be interested in the following 
replies which we received: 


Arkansas 


The outstanding achievements of hospitals 
in the state of Arkansas for the year 1938 are 
as follows: 


The adoption of a new and more applicable 
Constitution and By-Laws for the Arkansas Hos- 
pital Association. 


The bringing to the State Convention such out- 
standing men as Robert E. Neff, Dr. Bert W. Cald- 
well, Leonard Shaw, and Graham L. Davis. 


The incorporation of the Arkansas Hospital 
Association. 


The ways in which the hospitals in Arkansas 
can develop a more complete and better distrib- 
uted hospital service for the population are as 
follows: 


The standardization of hospitals in Arkansas. 


The continuation of the study of plans for car- 
ing for indigent patients and planning for a 
better solution of this problem. 

Sincerely, 


ARKANSAS HOSPITAL ASSOCIATION 
Regina M. Kaplan, President 


California 


The outstanding achievement of California hos- 
pitals for 1938, was the first agreement of its 
kind anywhere in the United States, of which we 
have knowledge, with insurance companies for 
malpractice, owners, landlords and tenants, prod- 
ucts and elevator insurance to be written in a 
blanket policy and on a basis satisfactory to our 
institutions, providing for inspection service, 
pooling of loss information, and other data, for 
use of the State Association in education of its 
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members; and periodic adjustment of premiums 
according to experience. 


This very satisfactory arrangement was con- 
ducted by Chairman George U. Wood, superin- 
tendent of the Peralta Hospital, and his commit- 
tee after some fifty meetings with hospital and 
insurance representatives. Previously Mr. Wood 
had arranged with the Board of Fire Insurance 
Underwriters for lowering rates to hospitals in 
California, resulting in the lowering of premiums 
as much as forty per cent and the saving of many 
thousands of dollars yearly. 


Secondarily, the formation of hospital coun- 
cils by geographical subdivisions for defensive 
and offensive purposes, education of the public 
in their respective communities, establishment of 
uniform compensation insurance and other rates 
have resulted in much closer cooperation than 
ever before. 


It is believed that no greater good can be ac- 
complished for the hospitals of a state association 
or province than united action of this kind that 
not only saves thousands of dollars annually for 
the hospitals that can be used to decrease cost of 
care, but at the same time teaches our institu- 
tions the value of cooperation—something that 
we have been a long time in learning. 


As another achievement that is bearing frui- 
tion, hospitals feel that their efforts in spon- 
soring three non-profit hospital insurance plans 
of the state have been fully justified through the 
intention of the California Medical Association to 
use these organizations for promotion of sales and 
collection of premiums, for statewide medical 
insurance to be started in 1939. 


It is believed that the better way by which 
hospitals can develop a more complete and better 
distributed service for the population will be 
through extension of the insurance principle along 
English lines that will cover all of the wage earn- 
ing population; and through the systematic plan- 
ning of service for the less favored classes, and 
construction of buildings that will enable hos- 
pitals to lower their cost of operation to the ab- 
solute minimum. 


Many of our institutions have been stressing 
the excellence of care and food that is given to the 
guest and trying to hold up standards that are 
above the reach of the ordinary wage earner. 
Hospitals can perform a great service to the 
public in view of present conditions by providing 


75 





the essentials of adequate hospitalization in build- 


ings that need not cost from four to five thousand ~ 


a bed. 


By providing cheaper facilities with the essen- 
tials only in mind, combined with some form of 
insurance scaled to the needs of the various levels 
of incomes, much can be accomplished not only 
in helping the individual to retain his self-respect 
and be partially self-supporting, but help to re- 
move some of the tax burden steadily growing 
for the care of the indigent and part-pay cases 
now going to our county institutions. 


The ideal, naturally, would be compulsory con- 
tributions from every type of wage earner some- 
what along the European lines, if the funds could 
be properly administered. Such a Utopia has not 
been obtained in any country because of bureau- 
crats and politicians who run up the cost of ad- 
ministration of such funds to an extent that the 
value of health insurance is lost to the individual 
contributor. Therefore, the only method of meet- 
ing the problem is through voluntary insurance 
on a graduated scale, with contributions for the 
part-pay cases from either counties or munici- 
palities. There is no question but that voluntary 
plans of this nature, if given sufficient coverage 
over the population of a given territory, could 
accomplish much more through honest adminis- 
tration by public spirited individuals and through 
our non-profit plans already established, than any 
other form of meeting expense for the lower 
blanket of wage earners. 

Sincerely, 
ASSOCIATION OF CALIFORNIA HOSPITALS 
R. D. Brisbane, President 


Georgia 


The most outstanding achievement of the 
hospitals in Georgia for 1938 has been the intro- 
duction and operation of group hospitalization, 
and, too, their ability to carry on through the 
great financial distress we have had without hav- 
ing to raise any rates whatever. We are endeav- 
oring now to comply somewhat with the plan in 
Cleveland, and have an all-inclusive rate. We 
feel that group hospitalization is making it pos- 
sible for a great many more people to be hospi- 
talized with their own help than has ever here- 
tofore been possible. That, I think, will answer 
partially your number one question. 


Number two is, that if we can get the hospi- 
tals of Georgia that are supported by the public 
and by the Government relieved of the many 
national as well as state, county, and city taxes 
that they have to pay, we could go far in helping 
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a great group of people that it is impossible for 
us to help at present. Many of the hospitals, 
especially those that are operating as private 
institutions, have to pay all the taxes that a gro- 
cery store, or any other organization, would have 
to pay. Yet there is not any help whatever to 
them to care for that great group of people who 
cannot care for themselves. They have naturally 
had to do a great amount of charity. If we could 
in any way be relieved of taxation, and, too, many 
of the superfluous commodities that the Govern- 
ment is dispensing, could be very well dispensed 
to many of those hospitals and would help them 
so much in carrying on. 
Very truly yours, 
GEORGIA HOSPITAL ASSOCIATION 
L. C. Fischer, President 


Idaho 


There have been some hospitals constructed and 
equipped in small towns to serve rural communi- 
ties. There also seems to be an increased sense 
of responsibility on the part of counties to provide 
hospitalization for their people, either by build- 
ing small hospitals or by making arrangements 
with the hospitals already established, for care. 


The cities and towns here are small and the 
distance between them great, so that the problem 
of hospitalization for all the people is difficult to 
provide. With perhaps few exceptions, most of 
the communities are served by some hospital. It 
is difficult, however, to provide well equipped and 
well staffed hospitals in communities sparsely 
populated. If we have accomplished anything it 
is the increased interest that the people through. 
out the state have taken in our hospitals. 

Yours very truly, 
IDAHO HOSPITAL ASSOCIATION 
Emily Pine, President 


Kansas 


An improvement might be made as regards 
hospital care for the indigent. For instance, we 
have 105 counties, and it is the responsibility of 
the county commissioners to care for the indigent 
of each county. 


This makes 105 different groups whose busi- 
ness it is to establish a flat per diem rate to be 
paid a hospital for care of the indigent—the one 
who is financially unable to pay any part of 
needed hospital care. 


It would be much better for the proper state 
board to be given authority to establish the flat 
per diem rate for all such cases in the state, per- 
mitting the indigent patient to enter any hospital 
of the state on said flat rate basis, said account 
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to be paid for from funds of the county of pa- 
tient’s residence. 


It would be better, too, for the aforesaid proper 
state board to lay down a definition as to what an 
indigent is, rather than leave that matter to 105 
groups of county commissioners scattered over 
the state. 

KANSAS STATE HOSPITAL ASSOCIATION 
J. EH. Lander, President 


Louisiana 


The principal project of the Louisiana State 
Hospital Association during the past year has 
been the annual convention of our membership, 
held in connection with the Louisiana State Med- 
ical Society, at which time several outstanding 
speakers were brought to the city to participate 
in the program. 


Under the program of the State Hospital Board 
and the establishment of hospital centers through- 


out the state, a more complete hospital service is 


being rapidly developed in the state of Louisiana. 


The two most pressing problems, in regard to 
hospitals, that confront us, are, first, the inade- 
quacy of facilities for colored patients throughout 
the state and second, the importance of devel- 
oping some type of medical care insurance which 
will provide better medical care for the low in- 
come group. 

Sincerely yours, 
LOUISIANA HOSPITAL ASSOCIATION 
A. J. Hockett, M.D., President 


Maine 


The outstanding achievement of the hospitals 
of the state of Maine this year is the forma- 
tion of a well-functioning organization, and the 
adoption of constitution and by-laws. 


As I see it, the best way in which to quickly 
offer to the entire state of Maine better facilities 
in the diagnosis and treatment of disease would 
be to have all smaller hospitals affiliated with one 
another or with a larger institution in order to 
jointly conduct x-ray, laboratory, and electrocar- 
diography departments, and, where feasible, cen- 
tral schools of nursing. 

Very sincerely yours, 
MAINE HOSPITAL ASSOCIATION 
Joelle C. Hiebert, M.D., President 


Massachusetts 


The greatest achievement of hospitals in the 
commonwealth of Massachusetts for 1938 has 
been their banding together into a solid unit. We 
feel that, by organizing the Massachusetts Hos- 
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pital Association, we have not only improved the 
medical and surgical work of hospitals of this 
commonwealth but have insured to some measure 
that undesirable legislation will be adequately op- 
posed. The trustees of this organization have 
held monthly meetings which lasted from three to 
four hours. 


Recently we had a mid-year meeting which was 
a huge success. Afternoon demonstrations and 
discussions were held at the following hospitals: 


Beth Israel Hospital—Power Plant 
Boston Dispensary—Out-Patient Department 
Peter Bent Brigham Hospital—Records and 
Record Room 
Faulkner Hospital—Laboratory Procedures 
Massachusetts General Hospital—Nursing De- 
velopments 
Massachusetts Memorial Hospitals— 
Hospital Planning 
Hospital Aids or Auxiliaries 
Maintenance 
New England Deaconess Hospital—Accounting, 
Purchasing 
Newton Hospital—Laundry, Dietary 


The superintendents of these hospitals reported 
that the demonstrations were well attended, that 
the discussions were lively, and that they proved 
very interesting. 


I suspect that the greatest thing that the indi- 
vidual hospitals have done during 1938 has been 
the fact that they have continued to improve their 
services with a lower income. You may well ask 
how this has been possible and the reply would 
be “education.” Education with the doctors has 
shortened the length of stay in the hospital; hard 
times has made them more conservative of ma- 
terials. In the nursing force it has resulted in 
a better understanding of disease and, conse- 
quently, a better understanding of the complica- 
tions and how to avoid them, thereby shortening 
the patient’s stay in the hospital. Through edu- 
cation to the public, patients come to the hospital 
sooner and, consequently, are able to be helped 
better than if they postponed their visit. 


Massachusetts is a small state and, if anything, 
is over-supplied with hospitals. With the modern 
facilities of transportation and good roads it is 
no problem for people to get to hospitals, espe- 
cially as we frequently read of a patient in Pitts- 
field, Massachusetts, being rushed to Boston to 
have a peanut extracted from his lung, when all 
the while here in Springfield there are at least 
three hospitals which could adequately deal with 
the said peanut, not to mention Worcester, a little 
further on. Oftentimes the difficulty of getting 
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to a hospital is brought to light just for the sake 
of publicity. 
Respectfully submitted, 
MASSACHUSETTS HOSPITAL ASSOCIATION 
Eugene Walker, President 


Ohio 

It is difficult to point out a single achieve- 
ment which can be labeled as the outstanding 
achievement of Ohio hospitals during the year 
1938. We have witnessed a rapidly expanding 
interest in group hospitalization as evidenced by 
the fact that no less than fourteen communities 
either are operating or considering the develop- 
ment of such plans. A definite interest in the 
problems involved in good personnel management 
has been awakened. The technical problems aris- 
ing out of the operation of hospitals have re- 
ceived warranted emphasis. Over and above 
these things, however, a change in the attitude 
and thinking of hospital people seems to be cul- 
minating in an alertness which brings more rapid 
adjustment to the changing pattern of hospital 
service than was formerly the case. As a result 
we are gradually evolving a much better integra- 
tion of the hospital into the community life. 


During 1939 our hospitals should strive to make 
hospital service more widely available to all 
classes at costs which are commensurate with the 
expense of rendering such service and which are 
at the same time within the ability of the patient 
to pay. This means a wider use of the group 
hospitalization principle. In the application of 
this method we must guard against the develop- 
ment of services that are designed to sell down to 
a price instead of up to a standard of good care. 

Yours very truly, 
OHIO HOSPITAL ASSOCIATION 
F. G. Carter, M.D., President 


New York 


I believe the outstanding achievement of the 
hospitals in New York State for this year is 
their being able to continue despite lowered in- 
come. However, many of the hospitals have 
gradually been able to extend the eight-hour day 
to more of their workers, even though their in- 
come from patients has been reduced consider- 
ably. They have handled the labor situation 
intelligently, doing all in their power to satisfy de- 
mands and thus avoid to a very great extent pos- 
sible labor difficulties. With increased deficits, 
there may be some who will find it even more 
difficult during 1939 unless philanthropic or gov- 
ernment aid is furnished. 


As an association, we are establishing uniform 
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rates and methods in the handling of compensa- 
tion insurance and are at work on revisions of 
the welfare laws, which should also be helpful to 
our members. 


In general, New York State is quite well cov- 
ered with hospital service. Rather than to pro- 
vide more hospitals, it would seem to me far 
better to provide more adequate and quicker 
transportation to the hospitals in the outlying 
districts. The extension of the present group 
services to middle class patients and inauguration 
of a similar service for those in the poorer groups 
would seem to be the ideal way to better distrib- 
ute hospital service to the population. This 
should be done with the full cooperation of the 
medical men and with provision for their recom- 
pense for the care of at least insured ward and 
dispensary patients. This seems to be the great; 
est problem confronting the hospital world today. 
The fear of socialized medicine, with its attendant 
evils, should cause all of us to give every thought 
and effort to these services, not only for our own 
preservation, but to bring about improvement in 
the care of all classes of the population. 


With kind regards, 
Sincerely yours, 
HOSPITAL ASSOCIATION OF NEW YORK STATE 
John H. Hayes, President 


Pennsylvania 


The outstanding achievement of hospitals in 
Pennsylvania during the year 1938 was their 
ability to continue operations on an apparent 
normal basis despite substantially increased ex- 
penses, decreased income, and, in most instances, 
increased patient load. 


An inventory of conditions as they currently 
exist would indicate that the majority of hospitals 
are worse off financially than at any time during 
the depression years between 1930 and 1936. 
That constituted an adjustment period out of 
which the hospitals emerged better off in many 
respects than they were before. It was a trying 
period, one fraught with countless dangers, but 
I am inclined to believe our hospitals, in 1937, 
were better for the experience. 


The year 1937 was promising in that our hos- 
pitals had become stabilized and had launched a 
program of reconstruction along newer lines 
growing out of a recent depression experience. 
There followed almost immediately an unprece- 
dented wave of social legislation which, when 
enacted into laws early in the year, caused pay- 
roll expenses to increase beyond pre-depression 
figures, while commodity prices soared and in- 
come from patients decreased. 
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I am impressed, therefore, with the record of 
service the hospitals of Pennsylvania were able 
to maintain in the face of odds which grew pro- 
gressively more severe month after month. 


The hospitals in Pennsylvania can develop a 
more complete and better distributed hospital ser- 
vice for the population by strengthening the exist- 
ing well established and justified hospital centers; 
by assisting with the establishment of a few small 
medical and surgical hospitals in isolated areas; 
ind by sponsoring the placing of receiving or 
first-aid stations at strategic points, from which 
yatients can be quickly moved to base hospitals 
yy ambulance. 


By far the great majority of our larger and 
vetter equipped hospitals are located in cities. 
Most of them are well staffed and possess ade- 
juate facilities for the care and treatment of the 
average patient. Most of them, too, are qualified 
as educational institutions for the training of 
physicians and nurses. 


There are many well balanced hospitals located 
in large towns but few are equipped to treat the 
more complicated cases. In some of the larger 
cities are hospitals which obviously should merge 
with larger institutions or simply cease to func- 
tion and thus throw their financial support to 
those better qualified to render service. 


Although the existence of a few additional 
medical and surgical hospitals are indicated for 
sparsely populated and isolated areas, most of 
the people can be better served if receiving or 
first-aid stations were to be maintained at stra- 
tegic points. Patients could be quickly and easily 
moved to hospital centers by ambulances main- 
tained by these depots. 


Very sincerely yours, 


HOSPITAL ASSOCIATION OF PENNSYLVANIA 
John N. Hatfield, President 


South Carolina 


The outstanding achievement of hospitals in 
South Carolina during 1938 would probably be 
our education of the public as to the need of a 
hospital service plan and the practicability of 
such a scheme. While so far we have not a non- 
profit state-wide plan in operation, the outlook 
is bright and commercial concerns, “riding along 
on our band wagon,” have done a thriving busi- 
ness, without, of course, touching the low wage 
group in whom we are most interested. The chief 
obstacles encountered were three in number, the 
opposition of the medical profession, a prohibi- 
tive law, and lack of visible financial support. 
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The first two have been overcome and we are 
hopeful as to the latter. 


Question No. 2 is difficult to answer. My per- 
sonal feeling is that until sufficient strength is 
developed in our State Hospital Association to 
make an impression on those responsible for or 
interested in hospitals, little can be done. But 
when this is accomplished our counsel will be 
available and no doubt will be sought. We shall 
then have a more complete and better distributed 
hospital service. While we have doubled our 
membership in the past four years our voice in 
public affairs is not yet strong enough to be heard 
by all. 


We expect to make considerable improvement 
through council activities now that we have 
adopted the standard organization outlined by the 
American Hospital Association. 


It should be borne in mind that this responsi- 
bility is at present largely carried by the Duke 
Endowment’s Hospital Section under the direc- 
tion of Dr. W. S. Rankin, their advice and as- 
sistance always being available to all hospitals 
and interested agencies. 

Very truly yours, 
SOUTH CAROLINA HOSPITAL ASSOCIATION 
Charles H. Dabbs, President 


Tennessee 


Last January a group of hospital administra- 
tors met in Nashville for the purpose of reorgan- 
izing the Tennessee Hospital Association. At this 
meeting about twenty-five administrators were in 
attendance. After considerable discussion it was 
voted that we form the present organization 
which we have now. Since then we have put on 
a membership campaign and at the last check-up 
we have been very effective in getting a large 
number of hospitals and personal members to 
join in our association. We have adopted the 
same by-laws as suggested by the American Hos- 
pital Association and have four active commit- 
tees that are working in the interest of public 
relations. Our legislation program is working 
on an enabling act for the group hospitalization 
plan. We have a joint committee, consisting of 
members of the Tennessee Medical Association 
and the Tenneseee Hospital Association, trying 
to harmonize the activities of hospitals in the 
state of Tennessee. 


There is a great need of hospital facilities in 
the lesser populated areas. The majority of hos- 
pitals in Tennessee do not receive any city, county, 
or state aid for the indigent, which makes it very 
difficult for them to carry on. If something could 
be worked out whereby they could secure Federal 
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aid they would be able to take care of the people 
in this particular community much better. 


At the present time the State Hospital Asso- 
ciation is actively engaged in trying to secure 
favorable legislation for the maintenance of tu- 
berculosis sanitariums. In east Tennessee the 
funds are available for the building of a one hun- 
dred-bed sanitarium, but the means to carry it 
on are not available at this time. 


One of the solutions to the major problems that 
we are having is the operation of group hospi- 
talization in the entire state. There are only two 
approved plans, but there are about four which 
are in the process of formation which will be 
approved plans. 


Yours very truly, 
TENNESSEE HOSPITAL ASSOCIATION 
V. R. Bottomley, President 


Vermont 


One outstanding achievement of the hospitals 
of this state for the year 1938, I believe to be 
the revival and reorganization of the Vermont 
Hospital Association. Its predecessor had been 
dormant for several years and there had been 
little contact or cooperation between hospitals of 
this state. Although but just really started, we 
have held several quite well attended meeting dur- 
ing 1938. We seem to be on the fair road to the 
achievement of an active and helpful organization. 


The second question is a question which, at 
any time, I am poorly prepared to answer. 
A few of our hospitals are operating with 
group insurance and report a satisfactory ex- 
perience in respect to serving a needy ele- 
ment of the population who are willing to 
do something to assist in serving them- 
selves. Our association has named a committee 
to “consider the matter of hospital insurance, 
which might be statewide,” and report to the 


whole body. We trust this may develop some- 
thing worth-while. We would be glad of any sug- 
gestion, fortified by satisfactory experience. 


Very truly, 


VERMONT HOSPITAL ASSOCIATION 
John P. Adams, President 


Wisconsin 


One of the things which has been completed 
is the agreement between the mutual insurance 
companies and the hospital association to protect 
the hospitals in securing their payment for the 
care of cases injured in automobile accidents. We 
feel this will be very helpful, as considerable 
revenue is lost at the time a settlement is made, 
because the hospital is not aware that the case has 
been closed, and the check made out to the injured 
person. In this agreement the insurance company 
will either make out a separate check for hospital 
care or notify the hospital of the date for settle- 
ment. 


The executive secretary of the Association co- 
operated with the Anti-Tuberculosis Association 
of Wisconsin in making a survey to determine the 
number of beds available in general hospitals for 
tuberculosis patients. 


A great deal of time and effort has been put 
on group hospitalization insurance, but as an en- 
abling act is necessary for the hospitals to de- 
velop this particular form of insurance, the plan 
has not been completed. 


If adequate transportation methods could be 
developed throughout the state in the rural dis. 
tricts, I think that better hospitalization could 
be made available to more people. 


Very truly yours, 


WISCONSIN HOSPITAL ASSOCIATION 
Grace Crafts, President 
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New York City Announces 1939 Hospital Building Expansion 


The capital outlay budget of New York City, 
as finally approved, will enable the Department of 
Hospitals to proceed immediately with the plan- 
ning and construction of new dispensaries at 
Coney Island, Cumberland and Kings County 
Hospitals in Brooklyn, Harlem and Bellevue Hos- 
pitals in Manhattan, Morrisania and Lincoln Hos- 
pitals in the Bronx, and Queens General Hospital 
in Jamaica, Long Island. 
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At Dr. 8S. S. Goldwater’s urgent solicitation, 
Mayor LaGuardia and the City Planning Commis- 
sion gave preference to out-patient needs over all 
other demands for capital expenditures in 1939. 


Mayor LaGuardia has persuaded Dr. Goldwater 
to remain in office another year in order to carry 
out these and other important pending projects 
in the Department of Hospitals, including the or- 
ganization and opening of Welfare Hospital, and 
the new Convalescent Day Camp. 
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Apprenticeship in Hospital Administration 


DONALD C. SMELZER, M.D., C.M. 


a trade or profession has long been recog- 

nized and is still in vogue in several of 
the arts and trades. For many years past, it has 
been an outstanding method for the production 
of many of the successful hospital administrators 
of today in the field of hospital administration. 
Several of these men and women are, in turn, ap- 
plying their experience in the perpetuation of 
apprenticeship training in hospital administration 
in their institutions. 


A PPRENTICESHIP as a means of learning 


To say that the apprenticeship method for the 
training of hospital executives is the only way 
for an individual to eventually become the head 
of a large hospital would be foolish. It is true 
that until a few years ago this was the one way, 
if any, for a person with an interest in the admin- 
istrative side of hospitals to be given an opportu- 
nity to learn the details of the workings of an 
intricate and diversified structure—the modern 
hospital. However, university courses for the or- 
ganized training of administrators are still more 
or less in the experimental stage, and, in the mean- 
time, there are positions in the field to fill. It is 
therefore safe to assume that the apprenticeship 
system will still prevail in certain sections, as well 
as the “hit or miss” method which has been too 
prevalent in many hospitals, particularly the 
smaller ones. 


The Responsibility for Training the Apprentice 
in Administration 


Who is capable of assuming the responsibility 
of training an apprentice? This is a question that 
is often raised. Certainly the administrator who 
undertakes this task must be one who has been 
successful in his own hospital, and who is promi- 
nent in hospital affairs in his city, state, and na- 
tional societies. He must be a patient and willing 
teacher. One that has been successful in the train- 
ing of hospital executives in the past is, of course, 
to be preferred. If the apprentice is to be given 
credit for his training by a recognized national 
body, such as the American College of Hospital 
Administrators, the administrator who is the pre- 
ceptor might even be approved by such an or- 
ganization. Such approval is now prevalent in 
the training of apprentices in the trades. The 
preceptor must realize his obligation and be will- 
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ing to devote considerable time and personal at- 
tention to his charge. 


Eligibility for Apprentice Training 


Who is eligible to be an apprentice? In the 
first place, the candidate must have an educational 
background, which in the judgment of his pre- 
ceptor, will be of advantage in his training. The 
personal characteristics of the candidate should 
be given serious consideration. A critical analysis 
of his past activities, achievements, and failures, 
if any, should be carefully made. The age of the 
trainee is important; not too young to be imma- 
ture in appearance or judgment, and not too old to 
be fixed in his ideas. The ideal age, from the 
experience of educators in the graduate fields, is 
between 25 and 35 years. The individual selected 
for training should convince his preceptor of his 
genuine interest in hospital administration, and 
in no instance should one undertake the training 
of a person who is interested only in obtaining 
temporary employment. 


If the apprentice is a recent graduate physi- 
cian, he should have had at least a year internship 
in an approved general hospital of not less than 
250 beds. This is a group from which selection 
must be carefully made, as ofttimes a young 
physician is attracted by the position, but does not 
have a bona-fide interest in an administrative 
career. 


Graduate nurses seeking an administrative 
career should be graduates from an approved 
school of nursing, and have had at least five years’ - 
experience as a supervisor, or in nursing admin- - 
istration positions. Those having had postgrad- 
uate nurse training in an organized course might 
also qualify. 


Others who are at times interested in hospital 
administration as a career are junior business 
executives, young lawyers, young engineers, and 
recent graduates of university business schools. 
It is important to determine the reason that 
prompted these individuals to consider hospital 
administration as a career. 
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It should be understood that the first six months 
of the apprenticeship are probationary, and that 
if in the judgment of the perceptor the appren- 
tice is not adapting himself to the hospital, its 
problems and its personnel, then the apprentice- 
ship will cease. 


Type Hospital for Apprentice Training 


What type hospital should be considered as a 
suitable one in which an apprentice could be 
trained? The hospital should be a general one of 
at least 250 beds, and having the approval of the 
American College of Surgeons; the approval of 
the American Medical Association for the train- 
ing of interns and residents; and the approval of 
the state for the training of nurses. It also should 
be an institutional member of the American Hos- 
pital Association. It should be located in a cos- 
mopolitan city, operate an out-patient department, 
and an active social service department. Whether 
the hospital is a government hospital or a volun- 
tary hospital deserves some consideration, as the 
financial problems differ markedly in these two 
types. One might surmise that training in a vol- 
untary hospital would be one of choice, although 
the government hospitals have produced some 
very successful young administrators. 


Method of Training 


What should be the method of training? Sev- 
eral successful preceptors have different ideas 
about this, although the end result is usually the 
same. There is the procedure where the appren- 
tice is given a definite title in the organization, 
such as assistant or second assistant to the ad- 
ministrator. If the trainee is a physician, he 
might start as admitting officer. Another method 
is to rotate the trainee through all the adminis- 
trative, maintenance, and mechanical depart- 
ments, more or less as an observer. One must be 
careful that this method does not produce the feel- 
ing among departmental heads that the trainee is 
a “spotter” or spy. Care should be taken to, ob- 
tain the cooperation of all departmental heads, 
and have a thorough understanding with them re- 
garding the status of the apprentice. Undoubt- 
edly, the best method is to take the trainee as an 
assistant, and assign definite duties to him, with 
a certain amount of authority. He should have 
the opportunity of frequent interviews with his 
preceptor and be kept informed of the various 
administrative problems as they occur. He should 
be given a chance to express his opinions, and 
his preceptor should patiently discuss all sides of 
the question with him. 


One of the best tests for an individual is with 
credit problems, and the interviewing of patients 
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regarding delinquent accounts. Their ultimate 
solution offers a good starting job for the appren- 
tice. There is no other hospital problem that re- 
quires more tact, diplomacy, and patience, as well 
as judgment, as the collection of patients’ ac- 
counts. Another department that affords ample 
opportunity for insight into the economic side of 
the hospital is the purchasing department, and 
the receiving, storage, and issuance of supplies. 


Courses of Reading for the Apprentice 


The administrator should outline a course of 
reading for the apprentice. The apprentice should, 
from the beginning of his training, be constantly 
on the alert in learning the many legal aspects of 
hospital procedures. The careful perusal of hos- 
pital journals and some medical journals, will 
keep him informed of medico-legal problems. One 
of the best ways of getting the most out of the 
journals is to keep a card index file by depart- 
ments, of the various articles, abstracts, etc., as 
they pertain to hospital administration. 


As the training progresses, the apprentice may 
be included in the conferences between depart- 
mental heads and administrator. As departmental 
problems arise he may be assigned to work out 
a solution with the departmental head and present 
a joint report back to the administrator for con- 
sideration and action. The apprentice should be 
given every opportunity to deal with the patients 
and their relatives, particularly in the case of 
complaints, the public, and the press. 


Appraising and Rating the Apprentice 


He should be placed in contact with the medical 
staff and its affairs as much as possible. During 
this period, the administrator should be analyzing 
him, using as a rating scale the one suggested by 
Cleeton of the Carnegie Institute of Technology, 
as follows: 


‘ 1 Ability to make decisions 
2 Ability to assume and exercise responsi- 
bility without undue strain 
3 Sensitiveness to human traits and reac- 
tions 
4 Personal habits, appearance, and manner 
that build and maintain confidence 
5 Broad technical knowledge, general ex- 
perience, and training 
Integrity, fairness, and sincerity 
Forcefulness, energy, and perseverance 
8 Ability to teach, inspire, and develop 
subordinates 
9 Power of analysis, accompanied by dis- 
crimination of relative values 
10 Open-mindedness 
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11 Tact, self-control, and sense of humor 
12 Physical health above average 


As observations are made along the lines of the 
above rating scale, the administrator should point 
out to the apprentice in a fatherly way where he 
is falling down, and encourage him with praise 
when he has demonstrated skill in solving a diffi- 
cult problem, or in handling a trying situation. 


It is to be expected that the course of training 
will be influenced by the previous experience of 
the apprentice prior to his entering the hospital 
administrative field. 


Length of the Training Period 


It is therefore hard to fix a definite time limit 
for the length of the training. Experience has 
shown, however, that a period of three years is 
about the average length of time necessary to ob- 
tain a full understanding of hospital administra- 
tive problems and the necessary professional at- 
mosphere. The candidate may then be considered 
as a capable assistant and continue with his pre- 
ceptor-administrator, or obtain a similar position 
elsewhere. Sooner or later an opportunity will 
arise, and he will become the administrator of a 
hospital, where it will be a case of “sink or swim.” 


Whether the apprentice should live in the hos- 
pital during his training, or otherwise, depends 
greatly on the individual. He will learn a lot, if 
he resides on the premises, during the night and 
on holidays; and, if he is given the authority to 
act for the administrator, he will have the oppor- 
tunity to exercise his judgment in the many situa- 
tions that constantly present themselves when the 
business office is closed. Later in his training he 
may live out, if he so desires, and be on call as 
needed. 


Question of Remuneration During Period of 
Training 


The question of remuneration for the appren- 


tice is another variable factor. It is the consensus 
of opinion among administrators that the appren- 
tice be paid a stipend during his training, this to 
be increased as he becomes more and more useful 
to the administration. As a rule, an unmarried 
person makes the best apprentice, particularly if 
he resides in the hospital. There are, of course, 
exceptions to this, and the policy must be made by 
the preceptor-administrator to the best interest 
of all concerned. 


University Courses in Hospital Administration 


If university courses in hospital administration 
are successful and increase in number, it is logi- 
cal to assume that instead of an individual learn- 
ing the “art before the science” as he would under 
the old established apprenticeship method, he re- 
verse the process and learn the “science’’ first. 


The university course in hospital administration 
will probably give him a thorough insight into 
the theory and principles of hospital procedure, 
but all the technical knowledge of hospital sup- 
plies, materials, and. procedures will not be suffi- 
cient to make him a full-fledged hospital adminis- 
trator, any more than a medical school can make 
a specialist by graduating a medical student. 


What the neophyte in hospital administration 
must learn is how to acquire certain fundamentals 
such as outlined by Dr. MacEachern as the 
“twelve basic qualifications” necessary in every 
hospital administrator, viz.: “industry, honesty, 
patience, personality, kindness and sympathy, 
tact, judicious mind, adaptability, progressiveness, 
initiative, executive ability, and leadership.” 
Some of these qualifications must be inherent in 
the individual, others can be acquired by experi- 
ence. Therefore, the logical way for a recent 
graduate from a university course in hospital ad- 
ministration to continue his training is to obtain 
an apprenticeship under a recognized capable and 
successful administrator of an approved general 
hospital. 
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Grace Hospital Celebrates Its Golden Anniversary 


Grace Hospital, Detroit, Michigan, celebrated 
the Fiftieth Anniversary of the Hospital and 
School of Nursing on Sunday, December 18, 1938. 
This fine institution was established by John S. 
Newberry, James McMillen, and others on a site 
donated by Amos Chaffee, and opened on Novem- 
ber 28, 1888. 


From 1904 to 1936 Grace Hospital was directed 
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by Dr. Warren L. Babcock, who is now Treasurer 
of the Grace Hospital Association. 


The history of Grace Hospital forms a large 
part of the history of the hospital service for the 
City of Detroit for the past fifty years. Its train- 
ing school is one of the best schools of nursing in 
the country, with an average number of student 
nurses of two hundred twenty-five. 
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Adjustments in Illness 


DOROTHY KETCHAM 


licensed to diagnose and treat disease and dis- 

eased conditions by common and individual con- 
sent, by legislation and judicial decision, and by 
professional agreement and code. The patient in 
this situation is required to procure and negotiate 
for the care and to apply it to his individual use 
with or without community assistance. 


l THE field of medical care the physician is 


The adjustment of ideas, objectives, and 
methods of living which the patient has previously 
experienced to the immediate requirements of dis- 
ease is not the easiest thing to face. The hospital 
offers facilities for the care of sick persons which 
ease or adjust the bonds of sickness. To the ad- 
ministrator this may mean a clean, well set up 
unit, unostentatiously clicking along to give 
patient service at a minimum cost; to the doctor 
it may mean tools for work, ex-ray equipment, 
and efficiency in performance; to the patient it 
generally means new faces, new queries, and new 
surroundings. 


Disease Presents a New Variable in the 
Patient’s Life 


The points at which the community enters to 
protect, encourage, and guide mean both life and 
performance for the patient and the profession. 
Despite the fact that’we function as individuals, 
our effectiveness is found in the opportunity, 
tolerance, and encouragement the group offers. 
Why do we fear the group of which we are a part, 
on whom we rely for sustenance? The individual 
is helpless functioning alone, but infinitely more 
so when functioning in a group for either inclu- 
sion or exclusion may mean economic or voca- 
tional annihilation or death. A New York case 
has shown recently that the courts or community 
may enter the area of medical care as in other 
fields to control fraud or abuse, if necessary, pro- 
tecting the individual against himself. 


When and how can the individual choose medi- 
cal care is rather significant, for, although the 
patient may be familiar with himself and his back- 
ground, the disease or diseased condition presents 
a new variable of which the physician seems most 
clearly informed by observation, equipment, and 
experience. Change to procure new hope or 
methods may prove an enormous waste and con- 
fusion when care is rejected or modified too far. 
Disagreement of the patient at any point is pos- 
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sible. Heckling and obstruction may appear in 
the patient, his family or community just as well 
as whole-hearted support. The studied encour- 
agement of patient participation can be a part 
of administration. 


The processes by which the individual learns 
the interstices of illness are exactly the same as 
those by which he learns in any other field. 
Acceptance or rejection may take plaee at any 
point with modification for individual use at the 
patient’s threshold of understanding. It is one of 
the purposes of medical care to relieve discomfort, 
to increase functioning, and postpone death which 
may require not only the application of methods 
of diagnosis and observation but community tools 
for care and treatment. The understanding, par- 
ticipation, and support of the necessary medical 
program by the patient and his family reduce 
delay and cement progress. 


The patient is often removed to the hospital to 
permit access to or the application of community 
tools for treatment. This means a separation from 
familiar family surroundings at a critical time 
when the patient is not functioning normally 
either physically or mentally. The family must be 
depended upon to understand, participate, and 
sustain progress. 


Care in Illness an Economic Problem 


Entry into the hospital requires an outlay of 
individual or community funds. Application for 
public properties must be studied to avoid fraud, 
waste, or misuse by the authorities who certify 
the physical necessity of those who apply for 
economic help. Application may be made to a 
unit, such as the hospital, for care which is pro- 
vided by its own funds as from gifts, endowments 
or bequests ; to the local units administering public 
funds, the judge, supervisor, case worker; or to 
individual or family resources. There may be a 
combination of financial and credit resources to 
meet a particular or general need, but the burden 


HOSPITALS 








» 
= 





of proof and negotiation is upon the patient and 
his family both in procuring and continuing care. 
The scrutiny of these applications to permit care 
when needed is of the utmost significance to the 
sick person and to the community as well as the 
profession. The multiplying of administrative de- 
tails, reports, and postponements sifts some to a 
degree, but sickness is not a situation which waits 
for convenient times and pocket-books. 


Care in illness is necessary to sustain life. Why 
should care be allowed the chronic case and re- 
fused the early one? What is the best interest of 
the community? The individual? The correlation 
of the bases of decision have been thus far in the 
field of medical care where need is demonstrated 
with the frequent legislative stipulation ‘and the 
condition benefited,” or in the economic field 
where indigency rather than insufficiency must be 
shown. 


The community seeking to safeguard all inter- 
ests licensed those who presented themselves as 
equipped to treat for remuneration, encouraged 
the designation and responsibility of identified 
places for care such as hospitals and dispensaries, 
and established method to procure care through 
gift, subsidy, public investment, or requirement 
as in some contagious cases. The patient himself 
is still required, reasonably enough, to present his 
illness and its significance, demonstrate the need 
for care, and follow through the succeeding steps 
to its conclusion. In this situation the hospital is 
a common ground drawing in professions, skills, 
tools of work, community resources, and needs for 
analysis, identification, recognition, integration, 
and, if possible, solution. 


Each item can be surrounded with many impor- 
tances. The sick person may find his illness a sur- 
prise, his exchequer empty, his credit mythical. 
Medical care on the installment or buying-to-use- 
plan has been far in the front of discussion. Com- 
munities and hospitals have hoped, anticipated, 
and even attempted to recoup their disbursements 
not too successfully. The expense for care of suc- 
ceeding years in tuberculosis, poliomyelitis, and 
many other lengthy or critical illnesses is not only 
staggering but impossible to maintain for the 
average individual and his family, hence, if care 
is to be procured to maintain life, gifts, subsidy, 
or allowance on a wider base seems the only solu- 
tion. Provisions for reimbursement tend in many 
situations, repeatedly demonstrated, to postpone 
the very thing which may reduce the incapacity 
and dependency. Investment in care is expensive, 
but untreated illness is more so. 


Provided the medical and economic base of 
immediate need and care have been conceded and 
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the patient is in the house no recessiou of difficul- 
ties takes place for the patient. Diagnosis, care, 
and treatment are the next steps through which 
the patient passes. He may come to the hospital 
for the purpose of establishing or confirming the 
nature and character of a disorder, its extent and 
progress, on recommendation of his own physi- 
cian. He may come for operative or other work. 
When the patient enters the hospital, illness is 
recognized as an important factor in his life to be 
met and if possible modified or negotiated by 
careful planning. 


Social Service a Constructive Force in Sequence 
of Medical Care 


Social Service can help in many places and at 
many times, provided it modifies the field of con- 
jecture and uses increasing accuracy at every 
point. The patient interest and welfare as it 
relates to the group at home, in the hospital, in 
the community, the laws, and the practices of the 
medical care program can be an area of function- 
ing for the social worker. The place or way in 
which she functions are as subject to scrutiny and 
observation as the results or objectives sought. 
Access to selection and use or application of medi- 
cal care is the function of the individual and his 
community, while the financing of it may be a 
matter for the community or the individual. The 
diagnosis, care, and treatment is the physician’s 
responsibility. The medical social worker is 
guided and controlled by the medical program fre- 
quently functioning in institutional affiliation as 
an administrative device or professional tool. She 
can, however, be of constructive force in the 
sequence of medical care in presenting the 
patient’s circumstances, attitudes, and interests. 


The effectiveness of social service may be 
greatly modified by its application, caliber, and 
use. The idea may be conceded, but to be effective 
social service must be willing and able to gather, 
correlate, and exchange material for many pur- 
poses as a professional unit. 


Social service may be applied only as a medical 
or clerical tool in diagnosis. Time or energy saved 
for the physician is of unquestionable value to 
him, to the institution, and to those he treats, but 
the administrative tools in the hospital must be 
supported, paid for, and used. Why is a wall 
erected here, a door or opening made there? Not 
for the use of one person perhaps, but for hun- 
dreds? A projected saving in time or energy must 
be repeatedly demonstrated in reality. Mistakes 
which we all make remain to plague us from the 
most unexpected and unreasonable sources. The 
physician himself defines his professional tools, 
their use, and alterations. The medical history as 
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a subject of wide study and use, is a significant 
pooling of many sources of information focused to 
bring out the conditions and progress of disease as 
well as results. Pertinent social material should 
be available to the clinician for his use, but ill 
used social information may be very destructive. 
The courts have scrutinized rather carefully ma- 
terial necessary for diagnosis and treatment. If 
the program of social service is to be effective in 
the life of an institution, individual, area, or pro- 
fession it must be based upon a careful study, an- 
alysis, and presentation of needs and resources in 
the wider volume of community trends, changed 
to meet changing times, studiously drawing in 
differences of individual, personnel, professional 
opinion to permit expression and participation. 
What have you done? Why? How? are questions 
to be answered in their community significance. 


Social Service Progress Records Valuable 


Following the progress of the patient through 
the experience of illness, social service may as a 
policy of the institution be available at one point 
or many to those who wish to use it as a tool in 
medical diagnosis, treatment, or observation; as 
an administrative device in the release or follow- 
ing of patients, reporting certain instances for 
the convenience of the hospital; or for the patient 
himself to use as expanding need or knowledge 
permits. 


There are many differences of opinion which 
arise in the nature of situations to be met, which 
may be valuable far beyond the realization of the 
persons immediately concerned. A difference of 
opinion may be ignored or presented for use, and 
may stimulate, delay, or obstruct progress. Con- 
flict is as much a part of a community institution 
as stability, for the walls that comprise the build- 
ing base are the assemblying of many materials 
and ideas poised at the time for use. This conflict 
or stability may be in the professional or admin- 
istrative area, the circumstances, facts, objectives, 
methods, procedures or personalities to be nego- 
tiated. Progress is made by the contribution of 
many, and extraordinary attainment is usually 
executed beyond the one identified. Adler has 
shown that the proportion of superiority felt by 
the individual is an index of his educability— 
which in turn is an indication of his cooperative 
interest. A feeling of power leads rather to 
methods of domination procurable through posi- 
tive or negative strategy. Just as the hospital is 
a place for diagnosis, care, and treatment of dis- 
ease made available by community interest and 
support to those in need of treatment and those 
treating, so is it also a place for the study of those 
who are treating and treated. The administrative 
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problems accompanying the practice of medicine 
and the distribution of medical care are an -in- 
trinsic part of hospital functioning and the hos- 
pital as a community agent and investment must 
iron out differences of opinion or policy, profes- 
sional or personal, for the best possible use. 


Social Service as a Tool in Patient Care 


The physician in his field of disease and diseased 
conditions seeks to promote progress and over- 
come ignorance by increasing his knowledge and 
power. Both the mores of the profession and the 
community have conceded the conclusion that the 
patient must demonstrate the need for care, must 
request, want, and concede care before the physi- 
cian will consider the need or modify progress by 
treatment. The tools the physician uses may be 
of a medical nature or of a wider social base. 
Thus the social worker may be called upon to 
secure additional or subsequent information. 
Where the patient, his family, or community does 
not understand or does not concede at any point 
—diagnosis, care, and treatment may be inter- 
rupted, rejected, or postponed to the individual 
resulting in community waste, loss, or confusion. 
A widened base for understanding, a growth 
within the diagnosis or experience of illness by 
patient, family, and community may be studied 
and planned with profit, particularly by the ad- 
ministrative and professional group. 


Social service may be used as a tool in diag- 
nosis, care, and treatment for medical ends; by 
the hospital for administrative or institutional 
purposes; by the community, the family, or the 
patient to expand the understanding, utilize or 
channelize energies, and to absorb interest, in- 
crease capacities or performance; it may be used 
to re-educate and to cement acceptable social 
objectives and methods. Pettiness or querulous- 
ness may increase with the downward trek to 
death, but a man’s shadow can be a gauge to his 
height. Uncertainty or precarious footing accom- 
panies us all and frequently is the basis of opposi- 
tion, obstruction, or domination. As our insecur- 
ity increases personally, professionally, or socially 
often our insistence upon domination, aggression, 
and recognition rises or becomes more persistent. 


We tend to do the thing we can do, that which 
seems obvious, interesting, or productive at the 
time. As the medical program is enriched by 
counsel, so the patient who observes the strength- 
ening of function or capacities becomes an eager 
participant adjusting to the many changes with 
a minimum of friction or waste energy. A child’s 
pictures drawn in play may be of interest to physi- 
cian and psychologist, treasured by the family and 
satisfying to the patient as a mature accomplish- 
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ment. But to be valuable the expression must be 
his own. 


Social service can be a tool to gather facts, 
widen patient understanding and participation, 
strengthen function and capacities to a produc- 
‘ive and mutual social end, and reducing at points 
vicarious waste in idleness or futility which 
‘threatens and absorbs a great deal of patient 
energy. It can secure family and community 
understanding, even support for the conceded ob- 
ective of medical care and need as outlined by 
he physician. Innumerable questions arise as 
iaay be expected from every source. Questioning 
»ecomes really a method in itself, annoying at 
imes, a challenge, a means of obstruction, or 
trength. The ignoring of it often satisfies oppo- 
sition, pyramids resentment, and delays progress. 
We tend often to assume in a critical situation 
hat the means and end are obvious, little realiz- 
ing the complications the individual conjures. A 
studied exchange, a willingness to draw in diver- 
sences may level deviation and make for a sounder 
social program resolving or facing issues before 
they become controversial or attached to person- 
ality or prestige conflict. 


The case worker, occupational therapist, libra- 
rian, and teacher bring familiar tools for learn- 
ing, instruction, expression, and use. Their ques- 
tions, comments, methods, and contributions may 
be of significance, in understanding the patient 
and his progress, to the physician in the analysis 
of disease and its sequence, to the community in 
the establishment and application of resources, 
to the hospital in the formulation and execution 
of administrative policies, and to the patient in 
exchange, growth, participation, and development. 
As a tool, social service must be available, com- 
petent, and acceptable in the medical program of 


diagnosis, care, and treatment to not only 
strengthen, sustain, and interpret the points of 
difference, but to carefully analyze divergence, 
domination, and defeat. 


Conclusion 


The physician is dominant in the medical issues, 
but in the social matters the social worker must 
be equipped to deal not in a categorical fashion 
but with professional exchange within the hospital 
to widen or focus factors of understanding and 
effectiveness for all. Strange as it may seem, any 
one person can disallow the most maturely 
planned sequence through ignorance, prejudice, 
pettiness, or non-performance. The use of a social 
tool must be learned not through selfish applica- 
tion or insistent repeated domination, but by a 
willingness to exchange—a graciousness of 
method—and the realization that there is some- 
thing to exchange as well as that the mettle of 
the instrument is reliable, identifiable, and pliable 
in its application and ductility. Adjustment is not 
applied to one but to each or all in any capacity 
within, between, or outside professional fields. 


The hospital in its community capacity must 
strengthen the weak, prod the laggard, and if nec- 
essary restrain the aggressive for social ends— 
not in one instance but in succeeding instances 
indefinitely reaching out to solidify progress in 
untried areas on a basis of need and demonstrated 
resources. A difference of opinion, a conflict of 
minds or friction of methods may be essentially 
destructive and futile, but channelized and con- 
trolled to constructive social ends polish and 
refine methods, objectives, procedures, patients 
and personnel to a finer grain or reflection of 
community investment, confidence, and hope. 





Pennsylvania Hospital Dedicates Its New 


Nursing School 


The Pennsylvania Hospital, Philadelphia, dedi- 
cated the Richard H. Harte Memorial School for 
Nurses on November 15. This is the first nurses’ 
school in this country to occupy its own building. 
It was dedicated in memory of the late Dr. Rich- 
ard H. Harte, surgeon, soldier, and public official, 
who had given many years to the service of the 
Pennsylvania Hospital and to the citizens of 
Philadelphia. 


For sixty-one years the Pennsylvania Hospital 
has been training nurses for service in every cor- 
ner of the globe. 
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The members of Dr. Harte’s family contributed 
to the $56,000 which erected the building. A large 
bequest by Mrs. E. Walter Clark and donations 
by William H. Donner and Caroline V. McKee 
completed the fund. 


Frank 6. Bogland 


Frank G. Hogland, president of the National 
Lock Company of Rockford, Illinois, and for many 
years prominent in industrial circles, died at the 
Swedish-American Hospital of Rockford on De- 
cember 13, 1938. Mr. Hogland had been president 
of the Swedish-American Hospital Association for 
the past twenty years. 
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House Management 


DORIS L. DUNGAN 


ments of the housekeeping department fluc- 

tuate rapidly, it is important that administra- 
tive measures be taken to formulate general rules 
and regulations regarding certain procedures in 
order to assure efficient and smoothly running 
house management. 


l: THE hospital where the daily labor require- 


Assuring Sufficient Number of Employes for 
Work Load 


To assure the correct number of employees for 
each day’s work load, a group known as a “float- 
ing squadron,” who are well trained in the routine 
of each floor or section, should be maintained. 
This group can be moved about as the demands 
of the work require and used for heavy cleaning 
activities during the slack hours. Part time work- 
ers can divide their time between two depart- 
ments, as between housekeeping and dietary de- 
partments, where the peak load comes at differ- 
ent hours. Every worker should know at least one 
other person’s work thoroughly and at least two 
people in the housekeeping department should 
know every floor routine. 


Disinfecting After a Communicable Disease Case 


Standing rules and technique for handling com- 
municable diseases covering every phase of med- 
ical asepsis from the time of the ambulance call 
for the patient until his discharge should be de- 
cided on jointly by the director, superintendent 
of nurses, and the instructor of nursing technique. 


All standing orders should come from the di- 
rector. Responsibility for the nursing technique 
to carry them out lies with the superintendent of 
nurses. 


In the disinfection of a room after the discharge 
of a patient suffering from a communicable dis- 
ease, the housekeeper provides the nurse with an 
isolation laundry bag or hamper which is to be 
packed with all linen in the unit in such manner 
that the outside of bag is not contaminated, and 
sent to the laundry where it is washed at 170 
degrees F. for 15 minutes. Before being added 
to the regular wash, woolen blankets are sterilized 
with steam at 15 to 20 pounds pressure for 20 
minutes at 200-225 degrees F., and then washed 
with regular woolens. This method shrinks them 


Presented at twenty-first Annual Hospital Standardization 
Conference of the American College of Surgeons, October 20, 
1938. 
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less than hot water sterilizing. Sterilization of 
woolens will permanently set all stains. The mat- 
tress and pillows are placed on a stretcher covered 
with clean sheet and taken to place where they 
are exposed to sun and air for 24 hours or auto- 
claved at 260 degrees F. for 30 minutes under 35 
pounds pressure. 


All furniture and window sills and door knobs 
in the room are given a soap and water bath. 


Walls are washed with soap and water as high 
as there is any possibility of anything touching 
them. The floor is mopped with soap and water 
and the room aired for 24 hours. The cleaning 
basin is sterilized by boiling for 30 minutes and 
all cleaning cloths and mops are aired in sun- 
shine before going to laundry. 


With the exception of cleaning walls and floors, 
disinfecting a room is usually a nursing procedure 
but can be carried out by a trained maid or porter, 
under supervision of a nurse. 


Responsibility of Cleanliness of Ward and Private 
Rooms 


The responsibility for the cleanliness of 
the ward and private rooms isa dual one 
for the nurses and housekeeper. The work 
of the two departments is so interwoven at 
this point, especially where ward maids as- 
sume some housekeeping tasks, that there must 
be the closest cooperation between the house- 
keeper and the nursing supervisors. In many 
cases it is not possible or advisable for the house- 
keeper to inspect private rooms daily when pa- 
tients are seriously ill. The supervisor can report 
any lack of proper cleaning without the necessity 
of the disturbance of an extra visit by the house- 
keeper. Since the housekeeper employs and dis- 
charges workers in her department the final 
responsibility for cleanliness is hers with partic- 
ular emphasis on the close cooperation of the 
nursing department. 
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Combining Housekeeping and Dietetics 


The advisability and desirability of combining 
housekeeping and dietetics in the small hospital is 
very often brought up for consideration. 


This combination might be advisable or neces- 
sary for economic reasons but it is never desirable. 
A dietitian is interested in food and food service 
and the housekeeping must necessarily suffer 
from lack of time for supervision and lack of spe- 
cial training in this field. If housekeeping duties 
are assigned to a dietitian the hospital is not get- 
ting full value for its money; no dietitian even in 


a small hospital can supervise food preparation 
and service, teach dietetics either to nurses or pa- 
tients or both, be purchasing agent and probably 
storekeeper, keep up with new trends in diet 
therapy and nutrition and take charge of the 
housekeeping in her odd moments. The duties 
and responsibilities of both dietitian and house- 
keeper are increasing constantly and any hospital 
which needs a trained dietitian also needs a 
trained housekeeper. Where the combination 
must be made for economic reasons a person with 
some training in both fields should be secured. 





Volunteer Giving to Hospitals Is Money 
Well Spent 


The business men of today know that the busi- 
ness community must help the civic community. 
This is true especially in regards to community 
health. 


When such organizations carry heavy financial 
burdens caring for men, women, and children who 
cannot pay for their care, they directly serve the 
firms and corporations of the business community 
by maintaining the health of the civic community. 


You are not taxed for this work. They turn 
to you now and then and ask for support. They 
ask a contribution that you can afford, not a tax 
bill that may or may not be within your means. 


The community at large has recognized the 
importance of this voluntary giving. Modern 
business is doing its part in recognizing the defi- 
nite responsibility for the social betterment of 
the workers within its respective companies. 


This problem extends into every channel of life 
today. Going to and returning from our various 
errands during the day, everyone of us is exposed 
to the dangers of accident, of emergency illness. 
Today we feel some security because we know 
that in the background stand the hospitals, and 
that within the hospitals are facilities for restor- 
ing our health and saving our life. 

Money to hospitals is money well-spent. It is 
the best investment in the world. It means hap- 
piness and restored health to thousands and con- 
tinued health protection for you. 


Clarence Francis, President, 
of the General Foods Corporation 


en 


Hospitals an Integral Part of Community 
Life . 

“The hospital is one of the most important in- 
stitutions in the life of the community, as it.is a 
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continuous influence in the life and health of 
every individual. It exists as an institution for 
the saving of human life, for the prevention of 
disease, and for education in matters pertaining 
to health. All people eventually go to a hospital 
or eventually come under the care of a physician 
or surgeon, so all are potential patients. 


“The services of the modern hospital are cer- 
tainly much more closely related to the individual 
than ever before. Never before have hospitals 
possessed the quality and quantity of scientific 
care for the sick that they have today. Never 
has their influence been so extensive and wide- 
spread; never have they been such an integral 
part of the life of their community. One out of 
every fifteen persons in the United States is a 
patient in a hospital each year. Approximately 
800,000 persons are receiving treatment in hos- 
pitals each day of the year, 


“The private, voluntary, non-profit hospitals 
constitute the most important group of hospitals 
rendering service to the public at large. In these 
changing times, the future of these institutions 
is at stake and they must be supported in propor- 
tion to the service which they render. They can- 
not continue to accept so large a part of the bur- 
den of caring for the indigent without adequate 
public support. This support must come from 
voluntary gifts and legacies or from tax funds. 
As independence and freedom of development are 
the greatest assets of these institutions, depend- 
ence on tax funds entirely is bound to react by 
curbing development and hampering efficient ad- 
ministration. The greater the extent of volun- 
tary support by public spirited and philanthropic 
minded citizens, the safer and more progressive 
these institutions will be.” 


Winford H. Smith, M.D., Medical Director, 
Johns Hopkins Hospital, Baltimore, Maryland 
(From the 1938 Annual Report of the 

Johns Hopkins Hospital.) 





Annual Convention of the Association 


of Western Hospitals 


Seattle, Washington, February 20-23, 1939 


EALTH insurance. Hospital insurance. 
LE These innovations, clamoring at the 
gates demanding entrance and recogni- 
tion, and assimilation into the family, will be 
heard and discussed, and given every considera- 


tion at the forthcoming annual convention of the 
Association of Western Hospitals at Seattle. 


Doctors, take notice! The convention dates are 
February 19 to 23, inclusive. The meeting pri- 
marily is for hospital authorities and staffs, but 
you are invited. You should plan to be there. 
Listen! 


“The convention theme will be, ‘The Part of 
the Hospital in This Growing Program of Health 
Care,’ writes Thomas F. Clark, association execu- 
tive secretary, from San Francisco. 


“The entire subject, whether it be hospital or 
health insurance, is one that the doctors are pro- 
foundly interested in, and we sincerely hope that 
the members of medical associations will find it 
possible to attend at least some of the general 
assembly meetings. 


“A proposed national health program will be 
definitely on the order of business at the next 
session of Congress. The American Medical 
Association is holding special sessions of its 
House of Delegates to consider ways and means 
in developing and controlling health insurance. 
The American Hospital Association is prepared 
to approve periodic payment plans for hospital 
care and medical service in hospitals which are 
also approved by the medical profession and which 
conform to defined principles. The California 
Medical Association is acting to forestall govern- 
mental competition, and plans to take first steps 
toward a uniform health insurance system are 
due for discussion at a December meeting. 


“It is fortunate, therefore, that the Associa- 
tion of Western Hospitals, with a membership of 
1,350 hospitals in the ten Western states, British 
Columbia, Alaska, and Hawaii, will meet as the 
sun rises upon these deliberations and take part 
in this growing program in Seattle.” 


Speakers of Eminence will cover the varied 
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topics bearing upon the general theme. Some cf 
them are: 


R. C. Buerki, M.D., president, American Coi- 
lege of Hospital Administrators; A. C. Jensen, 
president, Association of Western Hospitals; Sis- 
ter Mary Cecelia, president, Western Confer- 
ence, Catholic Hospital Association; G. Harvey 
Agnew, M.D., president, American Hospital Asso- 
ciation; Bryce L. Twitty, president, American 
Protestant Hospital Association; Malcolm T. Mac- 
Eachern, M.D., associate director, American Col- 
lege of Surgeons; Benjamin W. Black, M.D., 
medical director, Alameda County Institutions; 
G. Otis Whitecotton, M.D., medical director, 
Stanford University Hospitals; Josephine Roche, 
chairman, President’s Interdepartmental Com- 
mittee to Coordinate Health and Welfare Activi- 
ties; C. Rufus Rorem, Ph.D., director, Committee 
on Hospital Service, American Hospital Associa- 
tion; R. E. Heerman, president, Associated Hos- 
pital Service of Southern California; Philo Nel- 
son, manager, Insurance Association of Approved 
Hospitals, San Francisco and Oakland; R. D. 
Brisbane, president, Association of California 
Hospitals; Paul I. Carter, M.D., medical director, 
Veterans’ Facility, Portland, Oregon; Ralph 
Couch, superintendent, University of Oregon 
Medical School hospitals and clinics; Elnora 


' Thomson, hospitals and clinics, University of 


Oregon Medical School, and Mary K. Northrop, 
administrative dietitian, King County Hospitals 
System, Seattle. 


Of parallel interest to hospital people and the 
medical profession will be the exposition of new- 
est equipment for clinics and hospitals, in which 
seventy-one leading manufacturers and distrib- 
utors will exhibit. The displays will occupy 
10,000 square feet of floor space in the mezza- 
nine lounges and Spanish Ballroom of the Olym- 
pic Hotel, where convention sessions will be held. 


Allied organizations convening here at the same 
time include the Western Conference, Catholic 
Hospital Association, the American College of 
Hospital Administrators, and the respective hos- 
pital associations of Washington, Oregon, and 
California. 
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Charity Held Exempt from Liability—Test of Charity 


Maretick v. South Chicago Community Hospital, 
No. 40160, Illinois Appellate Court, First Dis- 
trict (December). 


This decision, extending as it does the cloak of 
immunity to hospitals, goes further than many of 
the reported cases, and for that reason is to re- 
ceive closer attention than would ordinarily be 
given to a case of this kind. At the outset it should 
be said that an appeal is to be taken by the plain- 
tiff to the Supreme Court of Illinois. What that 
court will decide cannot now be predicted, but 
the probabilities are in favor of a decision in 
accordance with the views of the Appellate Court, 
First District. 


The cause was tried in the Superior Court of 
Cook County, and the jury brought back a verdict 
in favor of the plaintiff in the sum of $45,000.00, 
based upon personal injuries. The defendant 
moved for a judgment non obstante veredicto, and 
the court entered judgment in favor of the de- 
fendant, contrary to the verdict of the jury. The 
appeal followed from the action of the trial court, 
with the Appellate Court affirming such action. 


It was shown that the plaintiff had been born 
in the defendant hospital in 1926, and that he was 
placed in the nursery along with other babies. A 
fire occurred, which resulted in severe burns to 
the plaintiff. This fire was caused by a defective 


light cord, which was attached to an improvised 


incubator, or covering over the bassinet in which 
the plaintiff lay. It was further shown that a cov- 
ering of cotton had been attached to the light 
globe, which was beneath the covering, so that the 
heat might be evenly diffused. Finally, an intern 
testified that the covering of the wire next to the 
socket had been worn out, and was in that condi- 
tion about a month or two before the accident. 


Of peculiar significance is the fact that defend- 
ant was never incorporated as a charity, yet the 
court held that it was a charitable institution, and 
for that reason, exempt from liability for negli- 
gence. Said the court: “The principal and con- 
trolling question here involved is whether or not 
the hospital was a charitable organization. The 
proof submitted on behalf of plaintiff shows that 
the hospital was incorporated on December 18, 
1895, under the name South Chicago Hospital, and 
that its object or purpose was “for general hospi- 
tal purposes.” Later, in 1908, the charter was 
amended and the purposes for which it was 
amended are set forth as follows: 


“‘The objects for which it is formed are 
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for General Hospital purposes. Also to estab- 
lish, conduct and carry on a Nurses’ Training 
School, a Nurses’ Home for Nurses while in 
training, and to issue diplomas for graduat- 
ing nurses, including the right to furnish 
necessary object lessons in practical nursing 
and the giving of instructions in both theor- 
etical and practical nursing of medical, surgi- 
cal and obstetrical cases to the individual in 
training.’ 


“From the above it will be seen that the cor- 
poration was one which was organized not for 
pecuniary profit, there being no capital stock 
issued, no provision for dividends or the usual 
powers granted to a profit-making corporation.” 
Notwithstanding this language of the opinion, it 
nowhere appears that the defendant was actually 
incorporated for charitable purposes; that it had 
authority to receive donations or bequests, or that 
it had authority to hold trust funds with which to 
carry out the purposes for which it was formed. 
The fact that the defendant had no capital stock, 
and that there was no provision for dividends 
would not necessarily make it a charitable 
institution. 


The Appellate Court then turned to this lan- 
guage from a decision of the Supreme Court of 
Illinois: “‘A charity, in law, is not confined to 
the relief of poverty or distress or to mere alms- 
giving, but embraces the improvement and pro- 
motion of the happiness of man, and whether it 
extends to the rich or to the poor, it is a charity 
if it is a gift to the general public use and relieves 
to some extent the burden of the state to care for 
and advance the interests of its citizens. ... 


“*The charitable nature of an organization de- 
pends upon whether its primary object is to carry 
out a purpose recognized in law as charitable or 
whether it is maintained for gain, profit, or pri- 
vate advantage, and an institution does not lose 
its charitable character by reason of the fact that 
recipients of its benefits who are able to pay are 
required to do so, where no profits are made by 
the institution except such as are devoted to 
charitable purposes and where its benefits are 
refused to none because of inability to pay there- 
for.’” As a statement of an abstract proposition 
of the law, the language just quoted is quite true; 
however, in the absence of sufficient facts, it is 
not seen how such language can be properly 
applied to the case under comment. 


The Appellate Court then says: “The evidence 
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in the instant case is sufficient to show that the 
purpose of said hospital is charitable in’ its 
nature.” Again: “Counsel in their brief call atten- 
tion to the fact that there are many corporations 
organized not for profit, such as the Board of 
Trade, Trade Unions, Cattle Exchange Associa- 
tions, etc. We have no knowledge as to the lan- 
guage used in the charters of these last named 
organizations, or the purposes for which they 
were organized as pertaining to the law, but as 
before stated, we believe that in this state where 
a corporation is organized for charitable purposes, 
such as a hospital and its charter contains the 
clause ‘not for profit,’ such a charitable organiza- 
tion is not liable for the torts of its servants.” 
This language, again, in the abstract, is a fair 
statement of the law, but it does not appear from 


the opinion that the defendant had the words “not 
for profit” in its charter, or articles of incorpora- 
tion. 


Such a decision is, of course, of great benefit to 
charitable hospitals, and to other charitable organ- 
izations. However, the weak reasoning of the 
court does not make it a decision upon which great 
reliance may be placed, for the opinion is bare of 
facts which would show that the defendant was in 
fact a charitable organization, with the result that 
the sweeping language of exemption does not 
apply to the facts. Such may result in an unfavor- 
able reception by the Supreme Court of Illinois. 
(Note: The decision of the Supreme Court will be 
followed and will receive comment here as soon as 
it is handed down. ) 





Breakdown of Total Expenditures and Payroll by Departments 
in Four Typical Voluntary Hospitals 


A. Hartford, Conn., 1934 
Av. No. Pts. 527.5 
Percentage Percentage 
of Dept. of Dept. of Dept. 
EXPENDITURES Cost to Payroll to Payroll to 
BY DEPTS. Total Cost Dept. Total Tot. Payrou 
65.00 6.80 
: 96.00 26.00 
X-ray & Path A 77.00 12.55 
Other P C P . 41.30 11.50 
Stores , 92.00 1.97 
Housekeeping , 64.80 10.30 
74.50 8.37 
, 31.25 14.50 
Power Plant 5 9.35 1.44 
Maint. Bldg. & Gds. f 58.60 7.15 
Percentage of Pay- 
roll to Total Dis- 
bursements 5 Sota 54.5 


Percentage 


Cc. New York, 1933 
Av. No. Pts. 182 
Percentage Percentage 
of Dept. of Dept. of Dept. 
EXPENDITURES Cost to Payroll to Payroll to 
BY DEPTS. Total Cost Dept. Total Tot. Payroll 
69.00 15.90 
, 86.30 24.40 
X-ray and Path . 95.50 7.60 
Other P C P : 42.70 8.70 
Stores i 93.00 1.28 
Housekeeping ‘ 78.50 12.40 
Laundry 3 82.20 3.72 
nea : 25.20 15.10 
ower ant 
Maint. Bldg. & Gds. 5 15-15 38.80 11.15 
Percentage of Pay- 
roll to Total Dis- 
bursements aks 52.8 


Percentage 


Hospital B. Is maintained primarily as a teaching hospital. 


B. Boston, Mass., 1937 
Av. No. Pts. 166 
Percentage Percentage 
of Dept. of Dept. of Dept. 
EXPENDITURES Cost to Payroll to Payroll to 
BY DEPTS. Total Cost Dept. Total Tot. Payroll 


77.20 14.30 
24.60 


Percentage 


Other P C P 
Stores 
Housekeeping 


Power Plant 

Maint. Bldg. & Gds. 

Percentage of Pay- 
roll to Total Dis-~ 
bursements 


D. Pittsburgh, 1937 
Av. No. Pts. 336 


Percentage Percentage Percentage 


; of Dept. of Dept. of Dept. 
EXPENDITURES Cost to Payroll to Payroll to 
BY DEPTS. Total Cost Dept. Total Tot. Payroll 
65.50 7.75 
i 92.00 22.25 
X-ray and Path ; 79.40 13.50 
Other P C P 34.50 9.45 
Stores : 94.00 1.42 
Housekeeping . 64.00 12.62 
88.00 9.10 
: 19.70 12.00 
Power Plant 66.70 9.77 
Maint. Bldg. & Gds. 44.20 2.43 
Percentage of Pay- 
roll to Total Dis- 
bursements rukore 52.2 


C. Does not show any x-ray department. Social service department is included in administration and accounts 
for more than 10% of the cost of that department. 


D. Disproportionately high payroll in power plant should be considered in connection with a low total cost— 
also, this was a period of moving from old to new quarters and likewise one of labor troubles which may 


have had some effect in this department. 


In all cases the costs of ambulance service and out-patient department have been excluded. 
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Paying Your Hospital Bill 


GRAHAM L. DAVIS 


cost of hospital care over large groups of 

people and long periods of time should be 
preceded by an attempt to block out the problem 
this method of paying hospital bills is supposed 
to solve. Failure to do this, to face realities, and 
to get at the root of the trouble is the principal 
weakness in the large number of group payment 
plans started in this country in recent years. Suf- 
ficient consideration has not been given thus far 
to the social implications of this movement. 


A NY DISCUSSION of the spreading of the 


Medical Service Problem in General 


Medicine has made such rapid progress during 
the past sixty or seventy years that medical serv- 
ice has come to rank with food, clothing, and shel- 
ter as a necessity of life. Prior to publication of 
the germ theory of disease by Pasteur in 1865, 
medical service did not mean so much to the aver- 
age man. Progress had been slow since the time 
of Hippocrates. 


The doctor still has difficulty at times in mak- 
ing a definite diagnosis, but the numerous costly 
technical devices found in the modern hospital 
and in the office of the up-to-date physician and 
the increased knowledge of the causes of and cures 
for disease and injury have largely eliminated 
guesswork. The consequence is that a baby born 
forty years ago in any one of South Carolina’s 
six small general hospitals had a life expectancy 
of not to exceed forty years; the average baby 
born today in any of the hospitals in Greenville 
will live at least sixty years; some five or six 
months added to the life span every year for forty 
years. Future historians will record this as among 
the greatest achievements of the Machine Age. 
Pasteur, Koch, and Lister will rank at the top as 
benefactors of mankind. 


The Machine Age has had its effect on the art 
and science of medicine. The general hospital, 
necessary adjunct to the practice of modern medi- 
cine, is a workshop of technical perfection where 
modern miracles are performed. Coincident with 
this gain in its importance to our welfare and hap- 
piness has come an enormous increase in operat- 
ing cost. Asheville’s Mission Hospital operated 
in 1886, only 52 years ago, at a cost of 91 cents 
per patient per day; today its cost of $4.00 is low 
as compared with many hospitals. 


Presented before the Greenville County Medical Society, 
Greenville, South Carolina. 
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The important economic problem created by the 
mounting cost of operating an increasing ratio 
of hospital beds to population has not been solved 
satisfactorily. This ratio has multiplied many 
times over until hospitals rank fourth or fifth in 
size of investment among the nation’s industries. 
This investment is over $3,000,000,000. 


In a given year health service of some descrip- 
tion is supplied to practically every person in the 
nation. Approximately seven per cent of the 
population is hospitalized, but the cost of hospi- 
talized illness is one-half of our annual bill of 
close to $4,000,000,000 for medical services of all 
kinds. The hospital bill itself is 50 per cent of 
the cost of hospitalized illness or one-fourth of the 
total cost of all medical service. The other half 
of the cost of hospitalized illness is professional 
fees of physicians and nurses, surgical appliances, 
and the like. Of course more than one-fourteenth 
(seven per cent) of the population pays the bill 
by taxation and otherwise, but for the average 
man with an income the potential hazard of hos- 
pitalized illness is about eight times as great in 
amount as the average for all medical service. 
When his dependents are excluded from the cal- 
culation, the potential liability of the man with 
an income more than doubles. 


These are some of the reasons why two of every 
five patients in the nation’s general hospitals do 
not pay hospital bills. A sudden attack of appen- 
dicitis or perhaps an automobile accident with 
charges of two or three hundred dollars frequently 
mean either financial tragedy or charity, and 
sometimes both, to a large segment of the popu- 
lation. It is this unanticipated burden that 
usually falls with crushing force upon the indi- 
vidual with a limited income that constitutes the 
most important problem in medical economics. 


Hospital Situation in South Carolina 


The State of South Carolina has 50 general hos- 
pitals, which include three operated by the Fed- 
eral Government, they have 3,600 beds, and last 
year they cared for 72,000 patients. That means 
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in South Carolina last year every twenty-sixth 
person was hospitalized, but in the nation every 
thirteenth person was hospitalized in a general 
hospital during the year. In other words, South 
Carolina would need to hospitalize twice as many 
patients in twice as many beds as it now has to 
come up to the national average. The only argu- 
ment against the proposition that South Carolina 
needs additional hospital beds to give its people 
the hospital care they need is that the people in 
South Carolina are healthier than in other parts 
of the nation and do not need as much hospital 
care, unless you argue that in other parts of the 
country people go to the hospital for the fun of 
it and not because they need hospital care. 


The main reason why people in South Carolina 
get only half as much hospital care as in the na- 
tion is largely economic. The person able to pay 
his hospital bill gets hospital care when he needs 
it. Some evidence of this is found in the ratio 
of beds to population by race. There are two beds 
in South Carolina per thousand population for the 
white people and one bed per thousand for the 
Negroes, but 80 per cent of the patients occupying 
Negro beds are charity, as compared with about 
one-third of the white patients. Almost one-half 
of South Carolina’s population is Negro. 


Of the 2,500 patients in South Carolina’s gen- 


eral hospitals today, 1,250 are paying nothing for 
the hospital care they are getting. In other words, 
every other patient is free. With a condition like 
that, the problem is how to finance construction 
and operation of additional hospital beds. 


Greenville County’s Hospital Problem 


To get closer home, Greenville County has 320 
general hospital beds and last year they cared for 
8,144 patients, or one of every 16 persons in the 
county, but at least 20 per cent of the patients 
came from outside the county and the number 
from Greenville County who went to other coun- 
ties for hospital care was negligible. This reduces 
the ratio of persons hospitalized to one in 21. The 
ratio for South Carolina is one to 26, as compared 
with one to 13 in the nation. 


Based on surveys conducted in other parts of 
the country, it is safe to say that there are at 
least 1,000 to 1,500 people in Greenville County 
who ought to be in a hospital. In many cases the 
disease from which they are suffering is in the 
incipient stage or more or less chronic. There 
are many cancers in the early stages that will 
later reach the hospitals in an advanced stage 
when they may be incurable. 


The main reason why these people are not be- 
ing hospitalized is because they cannot pay for it. 
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The self-respecting person who cannot afford to 
pay a hospital bill under present conditions hesi- 
tates to ask for charity until his disease or injury 
has reached an acute stage and there is no other 
alternative. The other kind of person, who has 
little self-respect, does not care much. In any 
event, when either of these two types reach the 
hospital as charity patients their disease or in- 
jury is so far advanced that the hospital stay is 
almost doubled, at the cost of the taxpayer or 
private philanthropy. 


To illustrate, in 122 general hospitals aided by 
The Duke Endowment in the Carolinas last year, 
that cared for 90 per cent of the patients in all 
general hospitals in the two states, the average 
stay of the full pay patient was 7.2 days. The 
free patient stayed 13.2 days, six days longer. 
Assuming that it is possible to shorten the aver- 
age stay of the free patient to that of the full pay 
patient, that means a wastage of charity funds 
in the Carolinas of close to a million dollars a year. 
It is estimated that in Greenville County this 
wastage amounts to nine or ten thousand dollars 
each year, since the average free patient stayed 
11.7 days. 


To give the people of Greenville County the hos- 
pital care they should have, at least 100 additional 
hospital beds are needed, occupied by 75 additional 
patients, practically all of whom would be either 
part pay or free. Greenville General Hospital is 
now providing these additional 100 beds. The 
problem is going to be how to finance the opera- 
tion of these additional beds. 


Last year the 4,100 part pay and free patients 
in Greenville hospitals had 47,000 days of care, in 
round figures, for which they paid an average of 
65 cents per day. Assuming there is a need in 
the county to care for 75 additional part pay and 
free patients per day, the hospitals could not ex- 
pect to collect an average of over 65 cents a day 
from them, if they do that well. These additional 
part pay and free patients, plus the patients cared 
for last year, would bring the total days of care 
for these two groups up to 75,000. At 65 cents 
per day the hospitals would collect $50,000, but 
the cost of caring for these patients at $3 a day 
would be $225,000, a difference of $175,000 per 
annum to be made up from tax funds and private 
philanthropy. That is the problem. 


The county and city are more generous than 
most counties and cities in the Carolinas when it 
comes to contributions for the care of charity 
patients. Last year this contribution amounted 
to $36,500. With taxes of all kinds increasing 
rapidly, caused by Social Security and the like, 
it is doubtful that this contribution to the hos- 
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pitals from tax funds could be increased a great 
deal. The difference between this figure and the 
deficit of $175,000 is $138,500. It is true that 
The Duke Endowment gave the hospitals $39,000 
and contributions from other sources, including 
the estimated value of the services rendered by 
ihe Sisters at St. Francis Hospital, amounted to 
522,300, but there is still a deficit of over $75,000. 


Proposed Solution of the Problem 


That is the problem and its only solution ap- 
pears to be to get a substantial part of this amount 
‘rom the patients by the spreading of the cost 
over large groups of people and long periods of 
‘ime on the insurance principle. That is the way 
‘he civilized nations of the world, with the excep- 
‘ion of the younger nations, such as the United 
states and Canada, have attempted to solve the 
»roblem, either by legal compulsion or on a vol- 
untary basis. The need to do something about it 
in these younger nations has not been so great, 
pecause the development of enormous natural re- 
sources gives the population as a whole a much 
higher income and standard of living than obtains 
in the older nations. The average individual is 
better able to pay his hospital and doctor bills, but 
-the world-wide depression in recent years has 
intensified the problem even in these countries. 
These depressions are always accompanied by a 
wave of social legislation and the indications are 
that if the insurance principle is not applied soon 
to solution of this problem on a voluntary basis, 
it will be done on a compulsory basis. When that 
has happened in other nations the government 
eventually has taken over hospitals. The next 
step has been for the government to take over 
the medical profession. 


As a practical matter, 80 per cent of the 200 
part pay and free patients per day that Green- 
ville County needs to hospitalize have incomes 
from which they could pay without hardship 10 
to 20 cents per week into a common fund and pay 
the greater part of the cost of their care. As a 
group these folks never have and, according to 
my way of thinking, never will pay the full cost, 
either voluntarily or by legal compulsion. We are 
just fooling ourselves if we expect them to. It is 
true that group payment plans established in this 
country in recent years have enrolled more than 
2,000,000 people, but the great majority of these 
people could and would pay hospital bills without 
group hospitalization. Practically nothing has 
been done to solve the problem of giving adequate 
hospital care to the sixty or seventy per cent of 
the population in states like South Carolina, who 
do not now pay the full cost of the hospital care 
they need and should have. 
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Proposed Plan 


The plan that it is proposed to establish in 
Greenville County is one to which the employed 
individual with no dependents would contribute 
ten cents a week and the employed individual with 
dependents twenty cents, no matter how many. 
About one-half of the employed population in this 
county is on a pay roll. In Great Britain, where 
15,000,000 people have been enrolled in similar 
plans, pay roll deduction is almost universal. 


For the rural population and for itinerant 
workers, such as carpenters, painters, and house 
servants in the towns and cities, it is proposed to 
introduce a stamp system such as the Merseyside 
Hospitals Council uses in Liverpool, where ap- 
proximately 40,000 domestic servants and other 
itinerant workers have been enrolled in this way. 
Neighborhood shops, usually drug stores, sell 


‘stamps. The worker is issued a card on which 
there are 52 spaces for stamps. The card is is- 


sued once a year and the worker cannot get a new 
card until the old one is filled up, and he and his 
dependents cannot get into a hospital unless his 


card shows he has paid up to date. 


When I went with Dr. I. H. Manning, President 
of the Hospital Saving Association in North Caro- 
lina, to Great Britain three summers ago to make 
a study of British plans, we found that as a rule 
these British group payment plans enroll a larger 
proportion of the rural population than in urban 
centers, because the force of public opinion is 
stronger where everyone knows everybody else. 
A person in the community with an income who 
asks for charity at the hospital is considered more 
or less of a social outcast. He is shirking a fun- 
damental responsibility to society when this sim- 
ple and inexpensive method of paying his hospital 
bill is available to him. 


When these plans were started in Great Britain, 
beginning fifteen years ago, the hospitals cooper- 
ated effectively by tightening up on ward admis- 
sions. If a person came in and asked for charity 
and it developed that he had an income, he would 
be-asked to pay in advance. If he happened to be 
an emergency he would be taken in this time, but 
he paid his hospital bill at so much a week from 
that time on. In rural areas, such as around 
Rugby, Oxford, and Stratford, 95 per cent of the 
eligible population was enrolled. 


Benefits—The proposed plan would be a simple 
agreement with the contributor that when he or 
his dependents needed hospital care, the fund 
would pay $3 a day on his bill, either to him when 
he presented proper evidence that hospital care 
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had been received on a physician’s orders, or to 
the hospital direct. 


There would be no formal agreement between 
the fund and the hospital. The patient could go 
anywhere he pleased, but the hospitals of Green- 
ville have agreed to take these patients in and 
give them the same ward care they get now at 
$3 a day. That would be approximately the aver- 
age cost of caring for a patient in the wards, since 
last year the cost per patient per day for all pa- 
tients was $2.98, but that cost figure does not in- 
clude a certain amount of depreciation on the 
buildings that is not included in ordinary replace- 
ment and repair or any interest on capital debt. 


Sponsors—In Great Britain the most prominent 
and public-spirited citizens sponsor this move- 
ment. George VI is head of the Hospital Saving 
Association in London that has approximately 
3,000,000 contributors. The Earl of Derby, rank- 
ing nobleman in the Liverpool area, heads the 
Merseyside Hospitals Council that sponsors Syd- 
ney Lamb’s famous “Penny-in-the-Pound” fund 
with 85 per cent of the eligible population en- 
rolled. The Birmingham plan, with some 1,000,- 
000 members, has Sir Bertram J. Ford as its ac- 
tive head. He is editor and publisher of the 
Birmingham News, one of Great Britain’s most 
influential newspapers. 


It is proposed to have a group of approximately 
25 citizens, representative of all community inter- 
ests, sponsor the movement in Greenville County. 
Representatives from the county and city gov- 
erning authorities, hospital boards and adminis- 
trators, the Medical Society, and Chamber of 
Commerce would be ex officio members. Four or 
five additional outstanding citizens would be se- 
lected to represent the public at large. That would 
leave eight or ten trustees of the association to 
be elected by the contributors at the first annual 
meeting, each organized group of contributors 
having voting strength in accordance with its pro- 
portionate number of contributors. An executive 
committee should be selected from this group to 
meet as often as necessary to carry on the busi- 
ness of the association. 


Potential Enrollment—With the proper backing 
of all religious and civic elements in the commu- 


nity interested in providing this county with ade- 
quate hospital care, at least 100,000 of the 130,000 
people would probably be paying hospital bills in 
this way within four or five years. The average 
collection per person enrolled, both workers and 
dependents, would be somewhere between $3 and 
$3.50, or a total of $300,000 to $350,000. 


Actuarial Data—The people of South Carolina 
now get three-tenths of a day of general hospital 
care per person per annum. The ratio in Green- 
ville County is approximately one-half of a day. 
The experience of group payment plans, such as 
the North Carolina plan, has been eight-tenths of 
a day. Assuming this experience in Greenville 
County, with 100,000 people enrolled the fund 
would be called on to pay for 80,000 days of care 
at $3 per day, or a total of $240,000. This would 
leave a surplus of $60,000 to $100,000 for operat- 
ing expenses and reserves, which should be more 
than ample. 


Effect on Hospital Charity—Such a plan would 
reduce the present charity load of the hospitals 
from around 50 per cent to 10 or 15 per cent and 
the present contributions by the city and county 
and from other sources would be more than ample 
to take care of this charity. Instead of collecting 
65 cents a day as at present from part pay and 
free patients, the collection would be boosted to 
an average for all patients in this group of around 
$2.50 per day. : 


Social Appeal—But the strongest appeal of this 
proposed plan, to me, is that it improves the mo- 
rale of the low wage earner, who does not now 
pay his hospital bill, by making it possible for 
him to pay. Hospital care is freely available when 
needed to both the worker and his dependents, 
with the result that the patient gets to the hos- 
pital at an earlier stage of the disease, he gets 
well quicker, probably lives longer, and is a more 
useful citizen. He is not pauperized by being 
forced to ask charity and his self-respect is pre- 
served. 


Success in Greenville County would cause ad- 
joining counties to adopt the plan and in time it 
should spread all over the State, Greenville County 
becoming the first unit in a federated or state- 
wide plan. 





The Oklahoma Hospital Association 


President: E. T. Olsen, M.D., University 
Hospital, Oklahoma City 

Vice-President: Roy Alexander, Morning- 
side Hospital, Tulsa 

Secretary-Treasurer: H. Albert Taylor, El 
Reno Sanitarium, El Reno. 


The Oklahoma Hospital Association held its an- 
nual meeting in Oklahoma City, December 15 and 
16. There was a large attendance of hospital 
representatives throughout the state. 

The following officers were elected for the new 
year: 
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Anesthesia 


WESLEY BOURNE, M.D. 


the Hospital Standardization Conference 

of the American College of Surgeons it 
was my privilege to lead the discussion on anes- 
thesia. It is encouraging to note that since 
that time there have been some improvements 
in this field from the point of view of hos- 
pital standardization. Not nearly enough has 
been done, however, and it seems a pity that the 
American College of Surgeons should summon 
these gatherings so painstakingly year by year, 
to enunciate reiteratively the principles of the 
practice of anesthesia with so little heeding and 
such dilatory results. But then all human be- 
havior is woefully wanting. Plato’s Republic is 
far in the seeking! 


Ne YEARS AGO under the auspices of 


The Adequate Organized Department 
of Anesthesia 


That which constitutes an adequately organized 
department of anesthesia in a hospital may be 
postulated as follows: When the personnel is such 
that the services of a competent anesthetist are 
momentarily available; then each member of the 
staff will be a graduate in medicine; then this 
staff of anesthetists will consist of a director, 
an assistant director, associate anesthetists in 
number suitable to the surgical requirements, a 
resident anesthetist, and as many intern anes- 
thetists as the extent of the work necessitates; 
then, if the hospital is connected with a medical 
school, there will be a system of fellowships, as 
exemplified at the University of Wisconsin, partly 
taking the place of associate and intern anes- 
thetists. At length the hospital has cause to be 
proud of its department of anesthesia, the sur- 
geon’s work becomes enhanced and extended, and 
the community is assured of the increased ease 
and safety which accompanies surgical proce- 
dures. 


The Chief Anesthetist’s Responsibilities 


The duties of each member of the staff are allo- 
cated by the chief. His is the most responsible 
position. He collaborates with physician and sur- 
geon in the selection of drugs and methods of 
their administration, endeavoring to suit both to 
the patient’s general condition as well as the in- 


Presented at the Twenty-First Annual Hospital Standardiza- 
tion Conference, American College of Surgeons, October, 1938. 
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dividual requirements of the case, always avoid- 
ing routine measures. Under his direction, the 
members of the department of anesthesia take an 
active part in the immediate post-operative care 
of the patients. And now careful records are 
kept, in each case, of all relevant data prior to, 
during, and after operation. These are gone over 
at the colloquiums which are conducted frequently 
and attended by all of the anesthetists as well as 
any of the general medical staff who are inter- 
ested. From such discussions valuable informa- 
tion may be obtained and used for publication. 
And now teaching goes on continually; the anes- 
thetists learn from one another, and teach the 
fellows, the housemen, and the students, cooperat- 
ing with other departments. And now research 
problems are undertaken, especially by the fel- 
lows under supervision, in the departments of 
physiology and pharmacology and in conjunction 
with the clinic. If some such organization ex- 
isted in all hospitals, not only would it be ade- 
quate, but also great progress in anesthesia would 
be assured. 


Selecting the Type of Anesthesia 


In introducing that part of this discussion 
which has to do with the types of anesthesia, I 
desire most particularly to emphasize the impor- 
tance of dealing with fear. Too little attention 
is paid to the many things that may cause it. It 
would seem that the larger the hospital the less 
likely it is that sufficient thought is given to this. 
Perhaps magnitude of building and exact science 
engenders neglect of the finer sensibilities. Senior 
anesthetists should feel it a personal incumbency 
constantly to remind themselves and all who come 
in contact with the patient about to be operated 
upon, especially the nurses, that anybody contem- 
plating a surgical operation is subject to some de- 
gree of fear, from mild apprehension to extreme 
dread; that tremendous dissipation of nervous 
energy may ensue and result in severe shock; that 
this may be a more serious matter than is loss of 
blood; and that some psychological ritual ought 
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to be carried out in reassurances through assua- 
sive statements and gestures. Then soporific 
drugs may be used in order thoroughly to ensure 
peace of mind and indifference to circumstances. 


Use and Abuse of Hypnotic Drugs 


There is a growing tendency to employ hypnotic 
drugs more freely, and morphine and scopola- 
mine are given together an hour and a half be- 
fore operation and repeated in an hour’s time if 
the mental faculties are not completely subdued. 
This procedure is particularly suitable for meth- 
ods of regional anesthesia, for example, in spinal 
anesthesia it is found that when fear is abolished 
there is much less fall in blood pressure and nau- 
sea does not occur. Avertin is preferred as a 
preliminary medicament when general anesthesia 
is chosen, and atropine is given at the time. The 
barbiturates are still given considerably for pre- 
liminary medication in regional anesthesia as well 
as general anesthesia. In a general way, I dis- 
like them on account of the uncertainty of their 
action. 


Spinal Anesthesia—Its Advantages 


The advantages of spinal anesthesia are being 
recognized more and more, especially on account 
of the muscular relaxation and the excellent re- 
covery which it affords. The methods of spinal 
anesthesia have improved. The drugs employed 
are procaine, nupercaine, and pontocaine. The 
duration of spinal anesthesia has been increased 
and there is a subsequent salutary period of anal- 
gesia. When the exigency arises in which there 
exists some good reason against the use of pre- 
anesthetic drugs, or, at least, of large doses of 
them; then, for psychological purposes, one com- 
bines regional with general anesthesia. Then the 
one supplements and enhances the power of the 
other. Then much less of general anesthetics is 
required. Then, too, the patient is all the better 
for the abundant supply of oxygen which will be 
given at the time. Several surgeons and anes- 
thetists are very much in favor of the combina- 
tion of regional and general anesthesia. 


General Anesthesia—Its Induction and Control 


On the topic of general anesthesia, it may be 
said that while the employment of gases is on the 
increase the volatile anesthetics are gradually go- 
ing towards complete desuetude. In several clin- 
ics even ether is being eschewed and only used for 
purposes of teaching. For the production of gen- 
eral anesthesia, I know of no better procedure 
than the administration of avertin half an hour 


before operation time with atropine given simul- — 
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taneously, followed by a mixture of oxygen, ni- 
trous oxide and cyclopropane just before opera- 
tion. The chief reason for the nitrous oxide is 
to dilute the cyclopropane. Nearly always it is 
advantageous to administer these gases by the 
intratracheal method as it precludes respiratory 
obstruction, obviates interference with the surgi- 
cal performance, gives absolute assurance of a 
plentiful supply of oxygen directly to the lungs, 
and affords quieter breathing and a softer abdo- 
men without profound narcosis. 


Financial Arrangements With the Anesthetist 


With regard to financial arrangements, I find 
it difficult to express definite views on the most 
satisfactory agreements to be made between the 
hospital and the anesthetist. Necessarily, they 
must vary with varying conditions and must be 
made to suit any given local situation. It would 
seem that a good plan is as follows: That the 
department of anesthesia be provided by the hos- 
pital with adequate anesthetic apparatus and sup- 
plies, and office space where a secretary attends 
to records, statistics, and so forth; that the hos- 
pital charges the patient sufficiently to meet the 
costs; that the director of the department pays 
the secretary who does his bidding; that the di- 
rector, the assistant director and the associate an- 
esthetists tender their fees directly to the patients, 
relieving the hospital in this respect; and that the 
resident, fellows, and interns be dealt with as in 
other hospital departments. I am well aware 
that there are other satisfactory arrangements. 


Legal Responsibility in the Administration 
of Anesthetics 


Concerning legal responsibility, there is little 
to be said. The law as to who may administer 
anesthetics varies in different countries and in 
various states. In Canada no one may give anes- 
thetics but a qualified practitioner of medicine 
and surgery. As to whether the surgeon or the 
anesthetist is responsible, it would seem to be 
simply this; that if the anesthetist is a qualified 
physician he is just as responsible for the admin- 
istration of anesthetic drugs as he is for admin- 
istering any other drugs. The surgeon becomes 
responsible when he employs any one who does 
not hold a license to practice medicine in the lo- 
cality in which the anesthetic is given. Further 
discussion on this aspect of anesthesia is left to 
you. 


In conclusion, may I suggest that we should all 
strive to do our level best harmoniously to co- 
operate in the advancement of anesthesia for the 
relief of suffering and the restoration of health. 


HOSPITALS 





a ~~ oe S ee® 


ni- 
ra- 
2 is 
t is 
the 
ory 
rgi- 
fa 
g's, 
do- 


tist 


ind 
ost 
the 


Hospital Care Insurance News 
Prepared by the Committee on Hospital Service 


The Future of Hospital Care Insurance 


Two recent developments compel a thorough 
appraisal and analysis of the function of the 
non-profit hospital service plans approved by 
the American Hospital Association. The first is 
the active interest in hospitalization insurance on 
the part of stock and mutual insurance companies, 
many of which are actively pushing the sale of 
individual and group policies. The second is the 
expression of the Federal Interdepartmental Com- 
mittee on Health and Welfare that compulsory 
membership in government-supervised or sup- 
ported plans is necessary, if a substantial num- 
ber of the employed population are to avail them- 
selves of the insurance principle for budgeting 
costs of hospital and medical care. 


The interest of the private insurance companies 
is a natural one, with which the hospital world 
can have no quarrel, provided the rights and bene- 
fits of policyholders are protected. Private com- 
panies probably will become as important in hos- 
pital care insurance as proprietary institutions in 
the general field of hospitalization. They must 
necessarily provide benefits at such rates as will 
promise a reasonable profit in a highly competi- 
tive market. They cannot assume responsibility 
for services to employed persons unable to pay 
the established premiums, or unable to pay the 
hospital charges for services not guaranteed in 
the insurance policies. 


The local, state, and national governments, on 
the other hand, are primarily interested in the 
indigent, unemployed, industrial workers, and 
farmers attempting to provide hospital care and 
support families on moderate incomes. Hospital 
care for acute illness is already being supplied in 
tax-supported institutions to 35 per cent of the 
population, many of whom are regularly employed 
at low wages. Another 15 per cent, conserva- 
tively estimated, receive free or part-pay care in 
voluntary hospitals receiving public support 
through contributions or taxation. 


Hospital Service Is Public Service 


Hospitalization is not a private business. 
Ninety-five per cent of the capital in hospitals 
has been provided by philanthropy and taxation. 
The current provision of hospital care has been 
recognized for years as a social responsibility ulti- 
mately borne by the entire community. Non- 
profit hospital service plans derive their strength 
from the moral and legal responsibility of the 
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participating hospitals to guarantee services to 
subscribers. The hospitals, in turn, have their 
roots in public support through contributions, en- 
dowment, and taxation. Hospitals, as a group, 
are the instrument by which the general public 
provide service to themselves, without immediate 
regard to the individual’s ability to pay. The 
voluntary hospitals are owned by the people in a 
manner differing but slightly from the ownership 
of government institutions. Voluntary hospital 
care insurance is as strong, or as weak, as the 
voluntary hospital system itself. 


The executives of non-profit hospital service 
plans have recognized the dependence of their or- 
ganizations upon the participating institutions. 
The service plans have interests identical with the 
hospitals, and the hospitals have interests iden- 
tical with the public. If non-profit hospital serv- 
ice plans are merely “sellers” of insurance, and 
“purchasers” of hospital care, they miss their pri- 
mary function in modern society, namely, to rep- 
resent the hospitals of America in their attempt 
to provide service to the public. 


Hospital Insurance Is Social Insurance 


The hospital service plans are a form of social 
insurance under non-government auspices, not 
merely a form of private insurance under non- 
profit auspices. The development of ward-service 
plans in a number of communities is bringing 
hospital care within the reach of many industrial 
and rural workers who have hitherto been unable 
or unwilling to enroll in hospital service plans. 
The provision of medical care through parallel or 
integrated plans will go far to demonstrate the 
strength of voluntary non-government activity in 
the provision of health service to the self-support- 
ing classes. It may even establish the mechanism 
by which marginal-income groups would contrib- 
ute partially toward the costs of their service, 
with the balance supplied from philanthropy or 
taxation. 


Voluntary hospitals have assumed the burden 
of serving patients from the entire population 
(full-pay, part-pay, free). A hospital insurance 
plan lightens this burden, but hospitals must as- 
sume the same ultimate responsibility under such 
a plan as without it. The hospitals have a heri- 
tage of humanitarian impulse and donated service 
which enriches the life of the individual and the 
public. The non-profit service plans, built upon 
the courageous guarantee of the participating hos- 
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pitals, are an opportunity for a unique demon- 

stration of social responsibility under voluntary 

non-government leadership. : 
C. Rufus Rorem 


—_—_—.@————— 
Reciprocity 


Of 53 hospital insurance plans fully approved 
or approved as to form of organization, 38 have 
made definite replies to the questionnaire on reci- 
procity of enrollment. 


Thirty-seven plans will accept any employed 
subscriber or family transferring to their com- 
munity who is an active paid-up member of an- 
other hospital care insurance plan approved by 
the American Hospital Association. One plan will 
not accept such transfers, but permits subscribers 
to maintain membership indefinitely, even after 
moving away from the area. 


All 37 plans will accept transfers immediately 
on the regular enrollment dates for other sub- 
scribers. Fifteen would waive all usual waiting 
periods for services imposed on new subscribers. 
However, four of these plans specify that the 
transferring subscriber must be a paid-up mem- 
ber, enrolled for more than a year at the time of 
transfer. Twenty-one plans would waive all wait- 
ing periods, except for maternity benefits. 

sosieitibilaindians 
Statistical Analysis 

On December 30, 1938, the Committee on Hos- 
pital Service mailed to all approved plans a letter 
requesting enrollment data as of January 1, 1939. 
It is hoped it will be possible to publish the re- 
port in next month’s issue of HOSPITALS. 


The Committee has also sent out its usual ques- 
tionnaires as to financial condition and actuarial 
experience of each plan. The data will be an- 
alyzed by the Committee, tabulated, and coded 
for the use of hospital service plan executives. 

Ae 
Miscellaneous 

The Hospital Service Association of Baton 
Rouge, Louisiana, Reymond Building, Baton 
Rouge, incorporated October 17, 1938, Orrin Bat- 
tle, executive director, has applied for approval 
to the Committee on Hospital Service. 

ssailahaihallbemsaeaae 

In Syracuse, New York, W. W. Seymour re- 
ports that the average usage of member hospital 
employee groups has been 120.87 per cent as con- 
trasted with 63.89 per cent usage for the entire 
membership average in Group Hospital Service, 
Inc. 

a<ousielitantiads 


The Lockport City Hospital of Lockport, New 
York, has recently become a participating mem- 
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ber of the Hospital Service Corporation of West- 
ern New York, reports Carl Metzger, director, 
making the twenty-eighth institution to sign a 
contract with the Corporation. 





The Associated Hospital Service of Philadel- 
phia at 1429 Walnut Street, E. A. van Steenwyk, 
director, has been approved as to form of organ- 
ization by the Committee on Hospital Service. 


jacana pitenicenenecne 


Minutes of the meeting of the Council on Hos- 
pital Care Insurance of the American Hospital 
Association, held November 14, in Chicago, were 
mimeographed early in December and sent out to 
the approved hospital care insurance plans. 

einen 

All employees of the firm of Peter J. Schweit- 
zer, a paper manufacturer in Elizabeth, New Jer- 
sel, have been given a year’s coverage in the Hos- 
pital Service Plan of New Jersey by their em- 
ployer, as an investment in the general welfare 
of the company. 

Se aera 


An editorial in the St. Joseph (Missouri) News 
Press of November 3, made political propaganda 
out of the non-profit hospital care insurance move- 
ment, as follows: 


“Several of the nine propositions to be submit- 
ted to Missouri voters next Tuesday provide for 
new taxes or for the stepping up of present taxes. 
Proposal 3 contemplates a new tax. It would au- 
thorize county courts to levy a tax for the support 
of county hospitals. In our opinion it should be 
defeated as there are other and better ways of 
providing hospitalization for the ailing poor. One 
of these is the group hospital plan now under con- 
sideration in St. Joseph. 


“The system is in successful operation in many 
communities throughout the country. It is eco- 
nomical and efficient. No politician takes a per- 
centage; the payroll is not loaded down with ward 
healers; there is no hidden rakeoff in connection 
with it—Vote no on proposition 3.” 


There seems to be some misunderstanding in 
the editor’s mind as to the class of people now 
covered by hospital care insurance—not the “ail- 
ing poor” rather the healthy white collar workers. 
But he seems to have the right conception of the 
economical administration of these plans. 

ee oa 

A Mid-Winter Conference of Hospital Service 
Plan Executives will be held in Cleveland, Feb- 
ruary 9, 10, and 11, for representatives of plans 
approved by the American Hospital Association. 
The Conference is sponsored jointly by the Com- 
mittee on Hospital Service and the Council on 
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Hospital Care Insurance, of which Frank Van 
Dyk is chairman. 


The preliminary program, for which John A. 
MacNamara is committee chairman, includes an 
inspection of the Cleveland Hospital Service As- 
sociation offices on the morning of February 9, 
followed by a luncheon, and an afternoon pro- 
gram devoted to public education and employer 
contacts. The evening session will be open to the 
public and will cover the relations between service 
plans and the medical profession. 


On February 10, the morning program will 
cover accounting problems and administration 
costs. A special luncheon will present the medical 
service plan of the Cleveland Academy of Medi- 
cine. In the afternoon there will be discussion of 
the New York ward-service plan, and of the prob- 
lems of enrolling doctors, nurses, and hospital per- 
sonnel. The Conference banquet will be held Fri- 
day evening. The Conference will close at noon 
Saturday, February 11, that morning being de- 
voted to the problems of the smaller communities 
now engaged in hospital care insurance. 

re agree ae 

The New Hampshire Hospital Association has 
been considering the possibility of establishing a 
state-wide non-profit hospital care insurance plan, 
which would require the passage of enabling legis- 
lation. The Group Hospitalization Committee, of 
which Miss Mary Whittaker is chairman, met 
with C. Rufus Rorem of Chicago and R. F. Caha- 
lane of Boston on November 17, in Concord, to 
discuss ways and means of providing hospital 
care insurance for the citizens of New Hamp- 
shire. 

rite 

The Columbus Hospital Service Association 
was started in Columbus, Ohio, on December 
6, 1938. Its administration will be handled in 
conjunction with the work of the Ohio Hospital 
Association, of which Ralph Jordan is executive 
director. 

webs tats 

The President of the Massachusetts Bankers 
Association wrote a form letter on November 12, 
to all his member banks urging them to make 
hospital care insurance available to bank employ- 
ees and their families through the Associated 
llospital Service of Massachusetts, which on No- 
vember 29, passed the 100,000 enrollment mark. 

inrnceecnratpacensti . 

R. E. Heerman, Zack J. Farmer, and Howard 
Burrell of the Associated Hospital Service of 
Southern California, J. Philo Nelson, W. E. 
\litchell, and Harold Huovinen of the Insurance 
Association of Approved Hospitals, and J. O. 
Thorpe of the Intercoast Hospitalization Insur- 
ance Association held a joint meeting in Los 
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Angeles, December 2 and 3. The purpose of the 
meeting was to consider standardization of con- 
tracts of the three California plans and to discuss 
the possibility of future consolidation. Reciproc- 
ity of membership with other approved plans was 
postponed for decision until a later meeting. 


——<——— 


At the Toledo Club, Wednesday, December 7, 
a dinner was held in observance of the enrollment 
of ten thousand employed subscribers by the Hos- 
pital Service Association of Toledo. Speakers 
were Earle S. Smith, president of the Association ; 
Grove Patterson, editor of the Toledo Blade; 
Bishop Karl Alter, and C. Rufus Rorem, director 
of the Committee on Hospital Service. 


On this occasion, the executive director, Ed- 
ward C. Ames, announced the extension of bene- 
fits to dependents and the adoption of a ward 
service plan. The annual rates of the new plan 
will be $7.20 for employed subscriber, $12.00 for 
subscriber and spouse and $15.00 for subscriber, 
spouse, and children. Other (adult) dependents 
or household employees may be enrolled at an 
additional $7.20 per person. 


—_——<g————. 


Hospital Service Plan of New Jersey announces 
the cooperation of Western Union, similar to the 
service available for some months to subscribers 
of Associated Hospital Service of New York, to 
serve the convenience of New Jersey subscribers 
who make subscription payments directly to the 
plan in cases where there is no group remittance. 
Arrangements have been made through 51 prin- 
cipal offices of Western Union in the state. Each 
subscriber simply presents his payment to the 
Western Union office in exchange for a receipt 
from that office and is charged 7 cents per remit- 
tance for this convenience. An additional fea- 
ture of service will be the opportunity for per- 
sons to go to Western Union to secure leaflets of 
general information concerning the Plan. 

eae aoe 

One of the first accounts enrolled in the new 
Philadelphia plan was the University of Pennsyl- 
vania faculty and employees. Entire solicitation 
was done by direct mail. To determine interest in 
the various buildings, a ballot card and a small 
piece of literature were mailed through the Uni- 
versity inter-mural mail system. When 1,000 per- 
sons indicated interest, a second mailing—includ- 
ing a larger piece of literature, a questions and 
answers leaflet, and an application card—went 
out. The group was formed within ten days with 
1,300 persons out of 3,000 enrolled. 

Pe Ee 

During the first year of operation, from Sep- 

tember 1937 to June 1938, the Allegheny College 
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Health Plan hospitalized 86 students, giving 387 
days of care. This plan has been worked out by 
Allegheny College authorities and the Spencer 
and City Hospitals of Meadville, Pennsylvania. 


Fifty-one men received hospital care for an 
average of 5.8 days each and 35 women students 
spent an average of 4.8 days each in the hospital. 
There are approximately 620 undergraduate stu- 
dents at the College, all of whom were enrolled in 
the plan at the beginning of the semester for $5.00 
for the year. Their contract provides them with 
14 days of hospital service (if deemed necessary 
by the college physician), operating room, drugs, 
dressings and casts (for both in-patients and out- 
patients), routine laboratory care, and x-ray 
service. 


The two local hospitals agreed to render bills 
to the Hospitalization Fund, which is managed by 
the College Treasurer, for the full amount of care 
given students. In return they received 70 per 
cent of the face of the bills at the time they were 
rendered, with the understanding that at the close 
of the College year, the balance would be paid by 
the Fund if the funds were available. If not, the 
hospitals would receive the balance of the Fund, 
pro-rated according to service given. During the 
first year of operation total bills rendered by the 
hospitals were paid, including $362 of out-patient 
service given students, and a small reserve re- 
mained for future years. 


Because of. its successful operation the first 
year, the plan at Allegheny College has been 
broadened for the 1938-39 period to cover athletic 
injuries, provided the College reimburses the Hos- 
pitalization Fund if the inclusion of these benefits 
should threaten the reserve fund. 


Dr. John C. Davis, superintendent of the Mead- 
ville City Hospital reports: “The plan from all 
angles has been a real success. The students re- 
ceived hospital care as needed and the hospitals 
were paid in full for the services rendered. We 
did allow a discount of 10 per cent on room 
charges, a discount which is allowed private pa- 
tients if their bill is paid in full on discharge. 
This was the only concession made. All charges 
were at regular rates.” 


aetilageia 


Greater New York Hospitals Take Stand 


The following resolution was announced by 
William B. Seltzer, secretary of the Greater New 
York Hospital Association, following action at a 
meeting November 28, 1938: 


“RESOLUTION No. 1. Since the voluntary hos- 
pitals represented in the membership of the 
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Greater New York Hospital Association have, to- 
gether with other groups of public-spirited citi- 
zens, participated in the establishment of the 
three-cents-a-day plan for hospital care provided 
by the Associated Hospital Service of New York, 
the Greater New York Hospital Association 
hereby officially endorses the three-cents-a-day 
plan for hospital care and in recommending it 
to the public in this area wishes to clarify the 
position of its member hospitals in relation to 
insurance plans providing hospital benefits. 


“The Greater New York Hospital Association 
recognizes the three-cents-a-day plan for hospital 
care as a public social insurance measure on a 
non-profit basis designed to provide actual hos- 
pital service rather than to provide cash indem- 
nity to meet hospital expense already incurred 
and paid by the patient. By means of contractual 
and supporting arrangements with Associated 
Hospital Service of New York the member hos- 
pitals of the Greater New York Hospital Asso- 
ciation participate in the three-cents-a-day plan 
for hospital care by furnishing necessary services 
to the subscriber as provided under the terms 
and conditions of the subscriber’s certificate. 
This arrangement places the member hospitals in 
a position to admit subscribers to the three-cents- 
a-day plan without question or the usual require- 
ments for payments in advance for necessary 
services as specified in the subscriber’s certificate. 


“Because of such arrangements the member 
hospitals of the Greater New York Hospital Asso- 
ciation consider the three-cents-a-day plan one in 
which they have assisted the establishment and 
development, consequently, are not in a position 
to render similar participation and‘ support to 
other plans providing cash indemnities to cover 
hospital expenses. Moreover, they are not in a 
position to enter into similar arrangements with 
other plans which are not approved as hospital 
social insurance plans by the American Hospital 
Association and do not operate under the provi- 
sions of the special enabling act providing for the 
operation of non-profit hospital service plans in 
the State. The Greater New York Hospital As- 
sociation, by formal action of its membership, 
wishes to emphasize that the service of its mem- 
ber hospitals to patients other than subscribers 
to the three-cents-a-day plan for hospital care 
must be considered under its usual rules and regu- 
lations of the hospitals regarding financial ar- 
rangements. Any variation or special consider- 
ation to patients entitled to financial benefits un- 
der other plans would represent discrimination 
against all other subscribers to the three-cents-a- 
day plan for hospital care.” * 


*Editor’s italics 
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Legal Decisions of Interest to Hospitals 


ES upon court decisions which affect hos- 
pitals, or where the hospital was a party 


to the litigation. 


Oklahoma 


Liability of Hospital for Death of Patient from 
Smallpox Contracted While in the Hospital 


City of Shawnee v. Jeter, 96 Okla. 272, 221 P. 
758. 


Jeter brought this action against the city to re- 
cover damages for negligently causing the death 
of his wife. A judgment in his favor was re- 
versed. 


The negligence alleged was the handling by the 
city health officers of an indigent who had con- 
tracted smallpox. Jeter alleged that by reason of 
the failure of the health officers to properly iso- 
late the infected person, his wife, who was a pa- 
tient, became infected and died. 


The court said: “We think the courts are al- 
most universal, however, in holding as follows: 
The care of persons afflicted with contagious dis- 
eases is a governmental function and a municipal 
corporation is not liable in damages for the neg- 
lect of its officers in performing services in aid 
of that function.” 


The alleged negligence of the nurses in han- 
dling the infected indigent was held not to have 
been the proximate or direct cause of the death 
of plaintiff’s wife. That was caused by the health 
department in failing to place the indigent in a 
detention ward at the proper time. 


a 


Liability of Hospital for Patient Contracting 
Pneumonia Through Failure of Hospital 
to Make Needed Repairs 


Tulsa Hospital Ass’n v. Juby, 73 Okla. 248, 175 
P. 519. 


The cause of action was based upon the negli- 
gence of defendant hospital in failing to keep in 
repair its hospital, as a result of which the plain- 
tiff contracted pneumonia. A judgment in favor 
of the plaintiff was affirmed, the court saying: 
“The rule is well settled that, when a hospital is 
being conducted for private gain, it is bound to 
exercise that degree of care towards its patients, 
measured by the capacity of such persons to look 
after and provide for their own safety, as an ordi- 
narily prudent person would exercise under like 
circumstances and conditions. .. .” 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








“|. The plaintiff in this case was received in 
the hospital of the defendant with an implied un- 
derstanding and agreement that she would be fur- 
nished with a suitable room for a person in her 
condition. It was incumbent on the defendant to 
exercise ordinary care in furnishing the plaintiff 
a suitable and safe place, and to use ordinary care 
in looking after and caring for the plaintiff while 
she was in its care and custody. These questions 
presented an issue of fact which was rightly sub- 
mitted to the jury for determination. The ver- 
dict of the jury was that these requirements had 
not been met by the defendant.” 


a 


Liability of Hospital for Nurses Failing to Render 
Assistance to Patient When Requested 


Skidmore v. Oklahoma Hospital, 137 Okla. 133, 
278 P. 334. 


This action was based upon the negligence of 
defendant’s nurses in failing to render assistance 
to the plaintiff when requested by her. There was 
a judgment for defendant which was reversed, the 
case being remanded for a new trial. 


The evidence showed that plaintiff had been 
operated upon, the uterus and ovaries being re- 
moved. It was necessary to stitch the bladder in 
its proper position. Following the operation the 
patient could not pass urine normally, and it was 
necessary to employ a catheter. The patient re- 
quested a nurse to assist her, and the nurse re- 
fused. For a period of twenty-two hours the pa- 
tient could not pass urine, and it was alleged that 
because of distension of the bladder the stitches 
were torn and the bladder dropped te a lower posi- 
tion. The expert witnesses for plaintiff testified 
that in their opinion the lowering of the bladder 
was not caused by distension, but by absorption 
of the stitches. However, the court passed on to 
consider the refusal of the nurse in charge to issue 
orders, or to take active measures to relieve the 
suffering of the patient for some twenty-two 
hours. 
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It is good law everywhere that a private hos- 
pital is liable for the negligence of its employees. 
As was said in an earlier Oklahoma decision: “A 
hospital that is conducted for private gain re- 
ceives patients under an implied obligation that 
it will exercise ordinary care and attention for 
their safety, and such degree of care and atten- 
tion should be in proportion to the physical and 
mental ailments of the patient, and the question 
whether or not such requirements have been met 
presents an issue of fact to be determined by the 
jury.” 


An attending nurse testified that plaintiff had 
not been relieved for twenty-two hours, and that 
she had asked the head nurse to permit plaintiff 
to be catheterized, but that the request had been 
refused. There was also evidence that the hospi- 
tal charts had been altered to show regular cathe- 
terization of the patient. Clearly, there was evi- 
dence to go to the jury on the question of defend- 
ant’s negligence. 

ieee Oe 
Liability of Hospital for Burns Caused 
by Hot Water Bottle 


Duke Sanitarium v. Hearn, 159 Okla. 1, 13 P. 
(2) 183. 

This was an action against the sanitarium and 
an individual, a physician, for negligence result- 
ing in burns from a hot water bottle. Judgment 
was rendered in favor of plaintiffs, and upon the 
appeal, the judgment was affirmed as to the sani- 
tarium and reversed as to the individual defend- 
ant. 


From the evidence it appears that plaintiff’s 
heel was burned by the hot water bottle. The 
individual defendant had supervised the treat- 
ment to be given plaintiff, who was suffering from 
pneumonia. There was evidence that the bottle 
had been wrapped in a towel, which had, how- 
ever, become displaced. 


It was said by the court: ‘Under the evidence 
the patient was at times unconscious and deliri- 
ous, and the defendants owed him the duty of 
protection against their negligent acts. This is 
not the usual malpractice case which involves the 
reasonable and ordinary care and diligence in the 
treatment of the case which the physician or sur- 
geon undertakes in that he will use his best judg- 
ment in any case of doubt as to the proper course 
of treatment. In such cases he is not responsible 
for damages for want of success, unless it is 
shown to be the result of want of ordinary skill 
and learning, such as ordinarily possessed by oth- 
ers of his position, or for want of ordinary care 
and attention. 


“The record shows that the use of the hot water 
bottle is proper in the treatment of pneumonia 
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cases, but that, if it is placed to the feet, it should 


not be so hot as to cause a burn. ... The negli- 
gence involved in this case did not consist in 
whether the use of the hot water bottle was 
proper, but whether it was used in a negligent 
manner. There was evidence of primary negli- 
gence against the defendant, the Duke Sanitarium, 
for submission to the jury, but as to the defend- 
ant, Dr. Hill, who was superintendent for such 
sanitarium, we consider the evidence as developed 
by this record was insufficient to submit to the 
jury the question of liability on account of any 
negligence on his part. No issue was presented 
that he had negligently employed incompetent 
nurses for the sanitarium.” 


The court was further of the opinion that 
merely placing a hot water bottle upon the pa- 
tient’s body was not of itself negligence, but that 
the bottle should be so covered, or the patient so 
guarded as to prevent a burn. 





Liability of Hospital for Negligence of Nurse 
Resulting in Scalding of Patient 


City of Shawnee v. Roush, 101 Okla. 60, 223 P. 
354. ; 


Plaintiff had a judgment, based upon the neg- 
ligence of the defendant’s nurse in administering 
an enema, as a result of which the plaintiff was 
scalded. The judgment was affirmed. 


Here again the city was exercising, in the oper- 
ation of a hospital, proprietary as distinguished 
from governmental powers, and consequently 
would be liable for the negligence of its employees 
under the facts. 


The court refused to exempt the city upon the 
ground that it was maintaining a charitable hos- 
pital, and in so doing, followed an Alabama deci- 
sion which does not recognize the rule of non- 
liability of charitable institutions. 





Recent Cases 
Liability for Burns 


Wilcox v. Idaho Falls Latter Day Saints Hospital, 
82 P. (2d) 849, (Idaho). 


The action here was brought by a minor, 
through her father, to recover damages for burns 
suffered while the child was receiving diathermic 
treatments. It was in evidence that the injury 
made necessary the grafting of skin. The diather- 
mic treatments were given by a nurse in the em- 
ploy of defendant. There was a judgment for the 
plaintiff, which was reversed, and the case was 
remanded for a new trial because of the admis- 
sion of evidence on behalf of plaintiff which 
tended to prejudice the jury. 
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kind of work that you would love 


If you could have the kind of job that would waken 
you wide awake in the morning, start you out alive, 
eager and restless to be up and doing . . . would 
you like that? 


If you could find and own a place in life that would 
take the best that you could give, and you'd give it 
willingly, constantly, and like the giving .. . 

. if you could find a place that would give you 
back in thrills, in happiness, in satisfaction, in living 
more than you gave to it even though you gave it 


all you had . . . would you like that? 


We'll help you find it! 


We'll help you find it if you have integrity, if you 
have common sense and earnestness, if you are 
smart, if you'll do the work that’s yours always 
better than it need be done. 


Write and tell us who you are, what you like to do, 
what you are trained to do, tell us of yourself, your 
ways, and looks, and hopes, and send a picture if 
you can... 


... and we'll fit you into a job you'll love, fit square 
pegs into square holes and round pegs into round 
holes, for that is our great work . . . till you've a 
task that will waken you wide awake, alive and 
restless and eager to be up and doing. 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 


January, 1939 


_and we'll help you find it... .. there's the 
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Said the court: “The weight of authority is de- 
cidedly against the theory that a hospital sup- 
ported in part by donations and operated for 
charitable purposes, is liable for damages result- 
ing to a paying patient from the negligence of 
its employees. .. . 


“A number of courts have limited the rule of 
exception of charitable hospitals, from liability 
for injuries to their patients caused by the negli- 
gence of their employees, by a proviso that due 
care has been used in the selection of said em- 
ployees. The application of the rule should not be 
so limited. Such a hospital is not liable for in- 
juries resulting to its patients for negligence on 
the part of its manager in employing and retain- 
ing inefficient employees.” 


Part of the evidence were the articles of incor- 
poration of defendant. The court commented 
upon the introduction of the articles, saying: “In 
a case of this kind the articles of incorporation of 
a hospital, introduced in evidence, establish its 
character, whether charitable or not, prima facie, 
for it will be presumed it is conducting its busi- 
ness according to the declarations contained there- 
in. That, however, is a disputable presumption 
and the fact, if it be a fact, that its business is 
being conducted in a manner inconsistent with 
the declaration in its articles of incorporation, 
may be shown.” 

2 de 


Charity Liable for Death of Patient 


Sisters of the Sorrowful Mother v. Zeidler, 82 

P. (2d) 996, (Okla.). 

This action was brought by Zeidler, as adminis- 
trator of the estate of a deceased patient, to re- 
cover damages for her death, brought about by 
the negligence of a nurse employed by defend- 
ants, who owned and operated St. John’s Hospi- 
tal in Tulsa. There was a judgment in favor of 
plaintiff which was affirmed on this appeal. 


It appeared that plaintiff’s decedent had been 
admitted to defendants’ hospital while in a de- 
lirium, and that the hospital attendants knew of 
this condition. The patient was left unattended 
and jumped or fell from a window to her death. 


Defendants relied primarily upon the fact that 
the hospital was conducted as an eleemosynary 
institution, and it was also urged that the em- 
ployees had not been guilty of negligence, and that 
they were under no obligation to prevent the 
patient from jumping from the window, in the 
absence of knowledge of such a tendency on the 
part of the patient. 

The Oklahoma court disposed of defendants’ 


contentions, saying: “We cannot accept the doc- 
trine that charitable or eleemosynary hospitals 
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should be exempted from liability to paying 
patients for injuries caused by the negligence of 
the servants, agents, or employees of such hospi- 
tals. Such doctrine is repugnant and shocking to 
a sense of fairness and justice to the victim of 
what may aptly be termed protected negligence.”’ 





Oregon 
Charity Exempt From Negligence of Employee 


Hill v. President and Trustees of Tualatin Acad- 
emy and Pacific University, et al., 61 Or. 190, 
121 P. 901 
This action was begun on behalf of the plain- 

tiff’s minor son to recover damages for persona! 

injuries received by the minor when a gopher 
gun, located on defendant’s premises, was dis- 
charged. The individual defendants were, respec- 
tively, a member of defendant academy’s board of 

trustees and the employee who set the gun. A 

judgment in favor of defendants was reversed. 


Defendant institutions, being incorporated as 
charities were not held liable for the negligence of 
their employees. However, the question whether 
the employees were liable was one which should 
have been submitted to the jury, inasmuch as the 
trustee named in the complaint directed the em- 
ployee in question to set the gun. 

While the case does not involve a hospital, still 
its reasoning and law are applicable to charitable 


hospitals. 
——. 


Hospital Plan Held Liable on Contract 


Reed v. National Hospital Association, 106 Or. 
471, 212 P. 537 


Reed sued to recover damages for breach of 
contract, on account of monies expended by him 
for medical and surgical treatment, and for hos- 
pital services. Defendant had contracted with 
him to furnish these items. A judgment in favor 
of plaintiff was affirmed. 

In consideration of the payment by Reed of 
$1.25 per month, the association was to provide: 
“All necessary medical and surgical treatment, 
free of charge, for a period not exceeding one (1) 
year for any one ailment, by any of the physicians 
and surgeons employed by the Association in their 
respective localities, including the services of the 
Association’s Specialists, when in the judgment 
of the Association’s attending physician such ser- 
vices are required. 

“All necessary medicines, including serums, as 
prescribed by the Association’s physicians, at 
drugstores designated by the Association and in 
the Hospitals. 

“Hospital services as provided by the Associa- 
tion, in cities where the Association maintains 
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POWERFUL NEW COMBINATION X-RAY UNIT with 
PRECISION CONTROL Announced by General Electric 





ERE’S an x-ray unit that’s as new as tomorrow! 

It’s the G-E KX-11, an entirely new, compact, 
sturdily built 200-ma. generating unit with pre- 
cision control, in combination with the well-known 
G-E Model 33 x-ray table. 

Completely shockproof, with 200 ma. over and 
under the table, the KX-11-33 brings high quality 
equipment to the popular price field, sets a new 
standard of value and operating convenience. 
Radiographically calibrated, flexible, and unusually 
efficient, it is easy-to-operate accurately. Its sim- 
plified, refined control unit eliminates intricate 
manipulation, and results of excellent diagnostic 
quality can be produced routinely and duplicated 
accurately. 

Value-wise medical men will appreciate readily 
the extra value of the KX-11’s innovations, advance- 
ments, and operating conveniences in combination 
with the famous Model 33 table. A roomy, flexible, 
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convenient table, it includes a built-in Bucky with 
an unusually wide latitude. The KX-11-33 can be 
relied upon for long, satisfactory service, and to 
be a dependable, economical investment. Use the 
handy coupon to get the full story. 


=== =WITHOUT OBLIGATION === 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD, CHICAGO, ILLINOIS 


Send me complete information about General 
Electric’s new combination x-ray unit, the Model 


KX-11-33. 
F51 
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offices, such hospital services not to exceed six 
months when caused by any one illness or injury; 
but after the expiration of six months’ treatment 
in the hospital, necessary medical and surgical 
treatment by the Association’s physicians and sur- 
geons, including medicines, may be continued in 
the aforesaid cities for a further period of six 
months.” 


Plaintiff made monthly payments for one year. 
During that year he applied for the benefits of 
his contract with the defendant, claiming that he 
was in need of operative treatment for appen- 
dicitis. He was examined by defendant’s physi- 
cian, and was told that he should take some pills 
and return for further examination if he made 
no improvement. It was finally necessary for the 
plaintiff to secure his own physician and hospitali- 
zation, thereby incurring expenses of $711. Plain- 
tiff’s wife repeatedly sought to have defendant 
examine her husband in the hospital, which the 
defendant refused to do. Of these facts the court 
said: “The defendant Hospital Association should 
not have expected a man whose temperature was 
10314°, and who was suffering from appendicitis, 
superinduced by a diseased kidney, to go to its 
place of business and demand treatment. The 
jury had the right to believe from the evidence, 
that the Association did have notice; that knowl- 
edge was brought home to it that the plaintiff 
was in need of, and entitled to, assistance under 
the terms of his contract.” 


The evidence made out a case of recovery on 
the part of plaintiff, leaving it only to the court to 
affirm the judgment rendered at the trial. 


en 


Hospital Not Liable For Negligence Of Doctor 


Holland v. Eugene Hospital, 127 Or. 256, 270 

P. 784 

Suit was instituted to recover damages on ac- 
count of unskillful treatment by defendants, the 
hospital and two surgeons, of a fracture. The 
case was dismissed as to one defendant, a doctor, 
this judgment being affirmed. A judgment 
against the hospital was reversed, and the case 
dismissed as to it, while a judgment against the 
remaining doctor was affirmed. 


The evidence was clear that the preliminary 
methods used by the principal attending physician 
were proper, but that the failure to take active 
steps to further reduce the fracture, after learn- 
ing that it was not responding to treatment, was 
not in accord with approved practice. This physi- 
cian permitted union to take place, knowing that 
the ends of the bone had passed each other, which 
resulted in a shortening of the leg of some five 
inches. There could be no question on this point 
—clearly, such treatment was negligent. 
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Fortunately for the hospital the surgeons in 
question. were not its agents or employees, thus 
making it possible for the court to dismiss plain- 
tiff’s action as to the hospital. On this point the 
court said: “ ... a careful examination of the 
record fails to disclose that the hospital made any 
contract or engaged to perform any services for 
the plaintiff other than the ordinary services ad- 
ministered in any hospital. .. . It is not shown 
that there was any contractual relation between 
the Eugene Hospital and its staff of physicians 
and surgeons, or that Dr. Neal was an officer of 
the corporation.” 


a 


Hospital Not Liable For Burns 
Phillipson v. Hunt, 127 Or. 256, 270 P. 255 


Plaintiff, Marie Phillipson, brought this action 
to recover damages for personal injuries suffered 
by her while a patient in defendant’s hospital, 
an institution operated for profit. There was a 
judgment and verdict in favor of the defendant, 
which judgment was affirmed on the appeal. 


Evidence was introduced on behalf of plaintiff 
to show that she had suffered burns from a hot 
water bottle. The attending surgeon removed two 
bottles from the patient’s bed before she was 
placed in the bed, yet she suffered burns. The 
attending nurse testified that she did not put a 
hot water bottle in plaintiff’s bed after the patient 
was placed there. The court, then, was con- 
strained to hold in favor of the defendant, and it 
said: “Plaintiff relies strongly on the doctrine 
of res ipsa loquitur. We do not think it applies 
to the facts in this case. It appears, without con- 
tradiction, from the evidence, that there was a 
divided responsibility relative to the care and 
treatment of the plaintiff. The manner in which 
the accident happened does not of itself speak 
negligence on the part of defendant. Defendant 
did not have the exclusive control over the hot 
water bottle in question .. .” 


Again it was said: “Regardless of whether res 
ipsa loquitur applies, it was incumbent upon 
the plaintiff to establish by a preponderance 
of the evidence that the alleged negligence of 
the defendant was the proximate cause of her 
injuries.” The Oregon court then went on to 
quote this language of the Supreme Court of 
the United States: “ ... Res ipsa loquitur means 
that the facts of the occurrence warrant the in- 
ference of negligence, not that they compel such 
an inference; that they furnish circumstantial 
evidence of negligence where direct evidence of 
it may be lacking, but it is evidence to be weighed, 
not necessarily to be accepted as sufficient; that 
they call for explanation or rebuttal, not neces- 
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Wearing Apparel Finishing Unit consisting of one 
model 454 PC for skirts and large areas of uniforms 
and aprons; and two Pony models 219 PO for finish- 
ing yokes, shoulders, collars, caps, etc. 


















End-Door Washer. A Tuf-flex plate glass door shows 
clearly every phase of the washing cycle, enabling 
the washman to adjust supplies to wash “load” re- 
quirements. It's a precision feature. 





Flat Work Ironer. This is an addition type of ironer on 
which rolls can be added as volume increases. No 
output is too small or large for this precision ironer. 


G. A. BRAUN, Inc. 


612 N. MICHIGAN AVE. 
CHICAGO, ILLINOIS 


Midwestern Distributor 


OF PROSPERITY EQUIPMENT 





“Prosperity” 
RECISION 


LAUNDERING 
Costs DOWN... 


Quality \P 


Now, substitute economical precision methods for the 









old, costly hit-or-miss laundering. Be able to predict 
accurately what a definite quantity of laundry work— 
washed and finished to definite quality standards—will 
cost you. Then keep the cost there—week after week. 


Only that way can you keep your budget in line. 


Prosperity Precision Laundering equipment and 
methods make accurate control of cost and quality a 
practical, realizable management goal. That's because 
Prosperity methods co-ordinate and time the machines 
to a smoothly-working rhythm, and reduce the human 
variable by standardized, hence habitual, routines. The 
ratio of cost to quality will vary somewhat with the 
equipment used, but good results can be achieved even 


in laundries not 100% Prosperity equipped. 


Mail the coupon today. Let a trained Prosperity field 
engineer survey your laundry and tell you all about 
Prosperity Precision Laundering—all without cost or 


obligation to you. 


Copyright 1939, G. A. Braun, Inc. 


G. A. Braun, Inc. 
612 N. Michigan Ave. 
Chicago, Ill. 


Without cost or obligation to me, please have one of your 
field men call and explain the advantages of precision 
laundering. 





| | ee SM eer MAES oe PNET eT SEC SE a OR RS ee 
City State 
















sarily that they require it; that they make a case 
to be decided by the jury, not that they forestall 
the verdict.” 


Thus, the mere fact that plaintiff was burned 
would not be sufficient to impose liability on the 
defendant. Plaintiff had to prove that defend- 
ant’s employee had exclusive control over the hot 
water bottle, and that defendant’s employee 
placed the bottle in the bed. Failing of such proof, 
and the verdict of the jury being for the defend- 
ant, the Supreme Court had but to enter an order 
affirming the proceedings at trial. 


nn 


Hospital Liable For Negligent Post-operative 
Treatment 


Goldfoot v. Lofgren, 135 Or. 533, 296 P. 843 

The cause of action of Rose Goldfoot, plaintiff, 
was based upon these facts: Defendant Mabel 
W. Lofgren operated a private hospital. Plaintiff 
entered the hospital and was operated upon, hav- 
ing her tonsils removed. Shortly, abscesses were 
discovered in the patient’s lungs, which were al- 
leged to have been caused by aspiration of infected 
blood during the post-operative period during 
which the plaintiff was unconscious. There was 
evidence that the patient did not cough during 
the operation, but that she had vomited and had 
coughed blood after the operation. The medical 
men called as expert witnesses for plaintiff were 
of the opinion that this aspiration of blood oc- 
curred when the plaintiff began to cough in bed, 
and while she was apparently suffering parox- 
ysms from bronchial aspiration. 


Plaintiff claimed that she had not been prop- 
erly attended by a competent nurse; that she had 
been permitted to facilitate aspiration of blood 
into her lungs by being allowed to lie in bed in 
such a position that blood would naturally flow 
into her throat, and that no one remained with 
her to see that her head was placed in a position 
which would prevent her swallowing and aspiring 
blood. 


There was a judgment and verdict for the plain- 
tiff, and on the appeal this judgment was affirmed. 


Defendant urged on the court the theory that 
the blood had entered plaintiff’s lungs during the 
operation. However, the court said: “In order 
to become entitled to a judgment, it was neces- 
sary for the plaintiff to prove that the negligence 
of the defendant was the proximate cause of 
plaintiff’s illness; in other words, to establish 
causal connection between the two. It is true 
that no witness saw the aspiration of infected 
matter into the lungs in the post-operative period, 
and the formation of the abscesses as the result 
thereof. Nevertheless, the occurrences in the de- 
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fendant’s hospital, the manner in which nurses 
ordinarily care for patients recovering conscious- 
ness after tonsil operations, and the opinions of 
experts, constituted the proper subject-matter of 
study by the jurors for the purpose of determin- 
ing whether or not an inference that the alleged 
negligence caused the abscesses to develop, and, 
in case they became satisfied that such an infer- 
ence was reasonable, to next determine whether 
or not such inference was the only one which 
could fairly and reasonably be drawn from the 
facts.” 


The court then made this comment about neg- 
ligence in post-operative nursing attendance: 
“Plaintiff’s husband testified that, while the plain- 
tiff. ‘was threshing around on the bed,’ with blood 
oozing from her mouth, the attendant was absent, 
and that he sought two or three times to locate 
her, without success. He swore that on the few 
occasions when she entered the room she re- 
mained for only a moment, and did nothing more 
than to change the bed sheet. This evidence may 
be untrue, but the jury’s favorable reception of it 
makes it incumbent that we should regard it as 
the truth. These being the facts, we believe that 
the jury could reasonably infer that this young 
lady was incompetent to perform nursing service. 
All witnesses agreed that, while the patient is re- 
covering consciousness, a competent nurse should 
be in attendance, and should keep the patient upon 
her side with her head in such a low position that 
the blood and mucus will run out of her mouth. 
Since the plaintiff’s husband testified that the 
attendant made no effort whatever to keep the 
plaintiff in such a position, it is evident that the 
jury was warranted in concluding that the de- 
fendant was negligent.” 


ainsi iinneancee 


Hospital Held Not to Be Charitable Institution 


Hamilton v. Corvallis General Hospital, 146 Or. 
167, 30 P. (2d) 9 


Insofar as the injury and the liability is con- 
cerned, this case is run of the mine, but because 
of its importance on the question whether an in- 
stitution is to be called charitable, it will receive 
that extended treatment which it merits. 


Shortly, then, plaintiff was burned by an elec- 
tric heating pad, took judgment, and secured af- 
firmance of the judgment on this appeal. 


The attorneys for plaintiff conceded that de- 
fendant would not be liable if it were, in fact, a 
charity. The court early seized the opportunity 
to scrutinize the corporate scheme, saying: “We 
shall first consider the question of whether or not 
the defendant corporation was, at the time of the 
injury, a charitable institution. Before referring 
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When I was a lad, 

I aspired to be 
An eminent surgeon 

or a famed M.D. 
Fresh out of college 

I thought I was good 
But they put me in a kitchen 

to help with the food 
(I polished the equipment— 

it was all Monel 
And became Administrator 

of the Hos-pi-tal). 


Then I got a job 

on a better basis— 
To figure the washing 

of sheets and ’cases, 
To watch the washers 

and check supplies 
And then put the 

Laundry Superintendent wise! 
(1 demonstrated savings— 

changed the washers to Monel 
And became Administrator 


of the Hos-pi-tal). 
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“and became Administrator 
| of the Hos-pi-tal” 
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(An advertisement published by The 

International Nickel Company, with 

apologies to the Hospital—and also 
to Gilbert and Sullivan) 








Promoted to the Surgeons 
I was told I must 
Keep cabinets and sterilizers 
free from rust 
Nurses by the dozen 
found it such a chore 
They told me I would need 
the help of dozens more 
(Thereupon I urged the Board 
to specify Monel 
And became Administrator 


of the Hos-pi-tal). 


To all young lads 

who would like to be 
A hospital big-shot 

the same as me: 
Keep things up-to-date— 

never, never say, 
**T’m satisfied 

the good old-fashioned way.” 
(Make equipment makers 

supply you with Monel 
And become Administrator 


of the Hos-pi-tal). 





to the pleadings and the evidence in the case, it 
may be observed that the articles of incorporation 
are not conclusive as to the character of the busi- 
ness conducted by the corporation. . .” 


Now, defendant’s articles of incorporation set 
forth that Corvallis General Hospital Association 
was organized under Oregon laws relating to the 
incorporation of charitable, benevolent or elee- 
mosynary societies. The objects of the associa- 
tion were to maintain and operate a charitable 
hospital for the care of the sick, its income to be 
derived from gifts, devises, etc. The by-laws of 
defendant provided: “This association is not 
formed for pecuniary profit or private gain, and 
there shall be no stock or stock-holders. Its ob- 
jects shall be carried out without profit to said 
association or to the members thereof. All rev- 
enues shall be devoted to the carrying out of the 
general purposes of the association . . . and to re- 
lief of the poor and needy, indigent patients of 
the community shall be treated free of charge.” 


The history of defendant is not only of interest, 
but it has strong bearing upon the determination 
of the court. It seems that defendant began its 
corporate existence as Corvallis General Hospital, 
prior to 1926. This was a profit institution. De- 
fendant is suecessor to Corvallis General Hospital. 
Now, Corvallis General Hospital was in debt some 
$40,000. Its outstanding stock amounted to 
$49,620. <A transfer of its assets was effected, 
and defendant association assumed the $40,000 
bonded indebtedness and gave its note for $49,620 
to Corvallis General Hospital. Later, defendant 
issued second mortgage bonds to the amount of 
the note, which were delivered to a trustee to be 
held for the stockholders of the Corvallis General 
Hospital. Notice, then, this language of the court: 
“The incorporators and subsequent trustees of the 
defendant corporation were stockholders of the 
original corporation and all or practically all of 
the trustees of the defendant corporation up to 
the time of the trial appear to have been stock- 
holders in the first corporation.” 


Defendant’s income was used to operate its 
physical plant. Its doors were open to all people 
and none were denied admission because of in- 
ability to pay. Defendant had entered into con- 
tracts with several industrial corporations to 
provide hospital care for employees. Donations re- 
ceived by defendant were trivial as compared with 
its indebtedness. 


After setting forth those facts the court said: 
“The question of whether the hospital is main- 
tained for the purpose of charity or for that of 
profit is to be determined not only from the pow- 
ers defined in its charter, but from the manner in 
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which it is conducted.” Passing then to a con- 
sideration of the reason for exempting charitable 
hospitals from liability, the court said, signifi- 
cantly: “In all or practically all, the cases holding 
that charitable institutions are immune from lia- 
bility for the negligence of their servants the rea- 
soning is based on the ground that the institutions 
derive their funds mainly from public or private 
charity, and that their trustees are charged with 
the duty of administering such funds exclusively 
for the charitable uses for which they have been 
donated.” Again the court referred to defend- 
ant’s by-laws, saying: “The by-laws of the de- 
fendant corporation, introduced in evidence at 
the instance of the defendant, provided, among 
other things, that ‘indigent patients of the com- 
munity shall be treated free of charge’; yet in not 
a single instance with the exception of the two 
minor cases hereinbefore mentioned, were any 
patients, indigent or otherwise, treated without 
charge.” 


Such excerpts from the opinion show the care- 
ful analysis employed by the court with reference 
to the facts of this case. Of like significance is 
this language: “We are of the opinion that the 
trial court did not err in submitting to the jury 
the question of whether the defendant corporation 
was a strictly charitable institution or was being 
operated for profit in the interest and for the 
benefit of the stockholders of the prior corpora- 
tion, after those stockholders had become the own- 
ers and holders of approximately $50,000 worth 
of defendant’s second mortgage bonds. In view 
of the record, it cannot be said that the defendant 
was strictly a charitable organization. ... From 
the evidence it might be inferred that one of the 
principal purposes in forming the new corpora- 
tion was, through the elimination of taxes and 
other expenses, to enable the stockholders of the 
former corporation to be repaid the par value of 
their stock. By this arrangement such stockhold- 
ers became preferred creditors, whereas under the 
original plan their rights had been subordinate to 
those of all creditors... . 


“The failure of the defendant corporation to 
make a profit during these times of depression 
does not in any way tend to prove that it is a 
charitable corporation.” , 


Finally: “An important feature of this case is 
the absence of any charitable trust for the de- 
fendant to administer. There is no income from 
a fund or funds created by ‘contribution of benev- 
olent and charitably minded persons’ to be used 
by the association in relieving the distress of the 
needy. Even the trustees of the association have 
a personal interest in the operation of the insti- 
tution.” 
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The Little Temple is finished in either 24k 
gold or silver plate embellished with semi- 
precious jewels and various colored lacquers. 


The Little Temple Cabinet with its eight albums 
holding activated panel slides is in bleached 
walnut trimmed in either gold or silver. 


The interchangeable religious and cultural travelogue subjects 
colorfully activated by the new and mysterious Ethereal Ray will 
bring to the sick room a changing vision of miraculous beauty 
that will have a marked effect upon the patients rapid recovery. 
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IN DEDICATING “THE LITTLE TEMPLE” TO THE HOSPITAL SHUT-INS OF 
AMERICA WE DO SO WITH THE SINCERE DESIRE TO CONTRIBUTE TO SCIENCE 
A MODERN METHOD OF PROVIDING A MIND SOLACE AND MENTAL 
OCCUPATION WHICH WILL LEND MUCH TO THE PROBLEM OF EXPEDIT- 
ING CONVALESCENCE, “THE LITTLE TEMPLE’ HAS BEEN CREATED WITH 
THE HOPE THAT IT MAY BE PERMITTED TO ACCOMPLISH THIS RESULT 


THE LENS-ARC CORPORATION, 140 S. DEARBORN ST., CHICAGO, ILL 
O oO 


The Little Temple hospital unit will be released to the hospitals of both the United States and Canada under an endowment plan. 
(WATCH THIS MAGAZINE FOR DATE OF OFFICIAL RELEASE) 
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Our Advertisers—This Month 


American Hospital Supply Corporation—A well 
ordered display of the famous Don Baxter Lab- 
oratories products invites attention on page 6. 


. Fae OE RES . 
The American Journal of Nursing calls your 
attention to subscription rates and to its value in 


the daily routine of nursing on page 8. 
——@———. 
The American Laundry Machinery Company 
shows highly instructive views of a modernized 


hospital laundry on page 9. 
——@———— 

Applegate Chemical Company—This firm has 
figured the costs of marking linen down to a fine 
point. Have you seen their catalog giving full 
details about the Applegate System? Page 121. 


——— 

Aznoe’s Central Registry for Nurses lists the 
various positions in hospital service on which 
they specialize. They describe qualifications re- 
quired to register with them. Page 127. 


——_<g———_— 
G. A. Braun, Inc., have some ideas about laun- 
dry methods which will interest you as arranged 
on page 111. 


. Fis, aaa 
Colgate-Palmolive-Peet Company—tThe results 
of using this company’s Hospital Soap Chart are 
interestingly depicted on page 5. 


. eee . . 
Corning Glass Works—You will get a new view- 
point on Pyrex laboratory ware if you will read 
their advertisement on page 117. 


a 
Davis & Geck, Inc.—This long-time advertiser 
in HOSPITALS is making a feature this month 
of their Kal-Dermic Skin and Tension Sutures 
describing their many advantages. Page 1. 


PES Se 
Deknatel & Son, Inc., J. A—Attention is called 
to all the surgical specialties made by this firm of 
high reputation. Their forte is originating new 
products or improving old methods. Page 2. 


icdiianialliataass 
The J. B. Ford Company—A presentation of 
the story of their representatives as a group of 
hospital sanitation specialists whose services and 
training are for you to use. See page 119. 


siadabliiaciinta 
General Electric X-Ray Corporation—An- 
nounce an entirely new x-ray unit this month. 
You will want to send for complete information 
as suggested in their advertisement. Page 109. 


iia iceninine 

Frank A. Hall & Sons—Pointing out the special 
features of the Hall Child’s Crib with safety 
sides. Hall stresses the value of their enamel fin- 
ish especially treated for rust prevention. Page 8. 


—_—_~——— 

The Hill-Rom Company—Calling attention to 
the artistry and beautiful effect of their wood 
furniture to create the warmth and comfort of 
home surroundings in a hospital room. Page 121. 


' Pe asc Diag 
Huntington Laboratories, Inc., make a novel 


presentation of the effects of using “Baby San” 


in the nursery on page 2. 
—_—»——— 


International Nickel Co. have a new copy theme 
in which Gilbert & Sullivanesque treatment drives 


home the Monel story on page 113. 
—_—~ ——— 


Johnson & Johnson—The keynote of this com- 
pany’s service to hospitals is how to reduce ex- 
penses. There is a beautiful photograph and de- 
scription of machine-made cotton balls and cot- 


ton tipped applicators, on page 128. 
ee 


The Lens-Arc Corporation announce an entirely 


new product for use in convalescence on page 115. 
——= 


Lewis Manufacturing Co.—Fine gauge chromic 
catgut for your surgical work is cleverly pictured 


and well described on page 7. 
——— 


The Medical Bureau—Miss M. Burneice Lar- 
son’s picture tops a sincere story of her service 


to all types of hospital personnel on page 107. 
—_——————. 


Onondaga Pottery Company introduces a new 
idea in Syracuse China which will appeal strong- 


ly. Don’t miss this story on page 123. 
—_—@g———. 


Physicians’ Record Company—A timely sugges- 
tion is made on page 121 to adopt standardized 
forms. They send a handy reference booklet free. 


—_—p———. 
Will Ross, Inc., in well chosen words, gives ex- 
pression to timely thoughts on page 127. 


. SE RE . s 
Scanlan-Morris Company pictures an installa- 
tion of their Steril Brite furniture for the oper- 
ating room on the second cover. 


—————_——— 

The Seamless Rubber Company shows some 

clever photographs of their Standard Surgeon’s 
gloves on page 103. 


> 

John Sexton & Company—On page 119 Sexton 

caters to your knowledge of what will please the 

taste of “finicky” patients with an attractive pres- 
entation of appetizers. 


cients 

E. R. Squibb & Sons—The subject of ether as 
handled by Squibb in their advertisement on page 
10 is a clear statement of facts vitally important 
to hospital buyers. 


——_<>__—_ 

U. S. Hoffman Machinery Corporation—A pic- 
tured installation demonstrates three defined ben- 
efits which this company emphasizes. Page 105. 


—_————— 

C. D. Williams & Company—This month their 

Standard Cape for nurses is emphasized. This 
garment has style and grace. Page 8. 


—————— 

The Max Wocher & Son Company offer an in- 

teresting presentation of the Mont A. Reid oper- 

ating table which they claim has all the features 
for major work. Page 123. 
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the Budget Benefits of 

THE BALANCED GLASS! 


) i LEIA... 
BRAND 
LABORATORY WARE 


Nowhere are the demands made upon glass so diversified, so varied 
and so exacting as in laboratory work. It is here that the different prop- 
erties are extremely important. It is here that costs are a real factor. 
And it is here that Balance is most essential. 

















These varying demands, this necessity for economy, this need for 
balance in the composition of glass, account for the pre-eminent posi- 
tion of “Pyrex” Laboratory Ware. 


For this glassware is of the Balanced Glass—“‘Pyrex” brand chemical 
glass. In this glass and in this glass alone are the properties of thermal 
resistance, mechanical strength and chemical stability scientifically 
balanced. No one property has been enhanced at the expense of another. 
All have been adjusted, have been balanced to insure a combined maxi- 
mum value. 


Weigh for yourself the budget benefits of this, the balanced glass. Test 
its properties for yourself. Analyze. Compare. Convince yourself of the 
year in, year out savings of “Pyrex” Laboratory Ware—the glassware 
made of Balanced Glass. 


LORMING 


means 
esearch in Glass 


“PYREX” is a registered trade-mark and indicates manufacture by 


CORNING GLASS WORKS e¢ CORNING, NEW YORK 


Visit the Glass Center at the 1939 New York World’s Fair 
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Something New 








“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








The publication of useful information about new products is one of the interests of this magazine. 
You want to know about new ways to further your objective of constantly improving service. You want 
to buy wisely according to rigid standards of quality. We describe some items which manufacturers are 


now prepared to demonstrate. 


A New Mental Aid As we all know, one of the 
in Convalescence biggest problems in convales- 

cence is the mind of the pa- 
tient. When the entire body is at low ebb it is 
difficult to find helpful mental occupation for the 
patient without causing a strain upon the eyes or 
upon the nerves. Something entirely new is now 
being introduced to hospitals which ought to find 
ready acceptance. The Lens-Are Corporation, 
Marquette Building, Chicago, established on a 
basis of high service to the patients in our hos- 
pitals, is showing a device called The Little Tem- 
ple of the Silent Hour, in which pictures of 
famous paintings are shown under a new kind of 
light, so that the colors are brought out with a 
new mystical and almost ethereal ray. A com- 
plete library of pictures is supplied—so that the 
nurse may change the picture each hour. Famous 
religious paintings and travelogue subjects take 
on a new and highly interesting aspect under the 
rays of the concealed ethereal ray lamp. 


A patient finds himself deeply interested, in a 
peaceful, restful way, because the colors, illumined 
as they are, hold the attention without strain. It 
is difficult to describe the subtle quality of the 
beauty of these pictures shown in such a mystical 
way. The Little Temple, 18 inches high, 814 
inches wide, and 714 inches deep, is done in 
jewelled, burnished gold or silver plate. It is 
mounted on a stand inside which a complete 
library of pictures is stored. It may be wheeled 
from one room to another. W. Bigelow Ferris, 
President of the Company, says, “In dedicating 
The Little Temple of the Silent Hour to the hos- 
pitals of America, we are doing so with the sin- 
cere desire that it will contribute to science a 
modern method of providing a mind solace and 
pleasant mental occupation which will lend much 
to the problem of expediting convalescence. The 
Little Temple has been created with the hope that 
it may be permitted to accomplish this result.” 


The Little Temple suitably inscribed with the 
name of the donor is making a strong appeal to 
people who are philanthropically inclined. 
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This Matter of 
Surgical Masks 


In March of last year an au- 
thority on “Hospital Infec- 
tions” went on record with this 
statement, “There has been no mask available 
(hospital- or commercially-made) which prevents 
the passage of bacteria-laden droplets.” The 
Lewis Manufacturing Company of Walpole, Mas- 
sachusetts, took this as a challenge, with the result 
that they are formally announcing a new surgical 
mask which they demonstrate, through laboratory 
tests, confirmed by clinical tests, will prevent 
penetration of respiratory organisms. A flexible 
metal strip moulds the upper edge of the mask 
snugly to the face, and keeps eye-glasses from 
fogging. They claim that after twenty-five laun- 
derings it is fully efficient. 


a nen 


A New Type of Every once in a while a manu- 
Heating Pad facturer produces a_ product 

which answers a long-felt need 
so well that it is hard to believe. You just must 
insist upon a demonstration. We felt that way 
when we heard about The Seamless Rubber Com- 
pany’s new Electro Sheet. It did not take T. 
A. Furcht, the manager of their hospital depart- 
ment, long to present most conclusive technical 
evidence that this product gives controlled heat 
as hot as you want it for as long as you want; 
safety because there is nothing but wire and rub- 
ber; sanitary because it is washable and non- 
absorbent; costs a cent for five hours; flexible 
and body conforming; waterproof; fully guaran- 
teed for long life. It definitely takes the place of 
the hot-water bottle. To clinch his demonstra- 
tion, Mr. Furcht shows you a list of actual users— 
hospitals, whose superintendents and buyers seem 
glad to recommend it. 


a 


In order to improve their facili- 
ties for handling their rapidly 
growing business in the Middle 
West, the Connecticut Telephone & Electric Cor- 
poration has opened an office in Chicago—in the 
Builders’ Building, Room 1732, 228 North LaSalle 
Street. Mr. Paul Josepher is in charge. 


Opens 
Chicago Office 
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DETERS 


N SERVING many people each day 
successfully it’s the “‘little things” 


that count. Sexton takes great pains with 


every step in bringing to you these appetite 


tempters — time tested recipes call for 


only the finest ingredients for spicing and | 


sweetening them in Sexton Sushine Kitch- 


ens—preserving the pick of the crop in | 
a tantalizing, luscious syrup. The result: | 


the most “finicky” guest knows at first | 


taste that they are different—and better. 


Write Today for the 
Sexton Special 
Merchandise Styled to Your Needs 


JOHN SEXTON & CO. CHICAGO—BROOKLYN 


January, 1939 





on tHe WYANDOTTE 


PAYROLL—BUT HE 


WORKS FOR YOU 











One of Wyandoftte's trained service men 


Your Wyandotte representative is one of a group 
of sanitation specialists—the largest group of men 
in the world devoting their time and thought to the 
use of cleaning-agents. His knowledge of your clean- 
ing problems is broad, and his experience goes deep 
into all phases of hospital sanitation—and comes out 
with results. 

Because of his special training, he is much more 
than a salesman, for he is not content with selling 
alone. He knows that a cleaning job—whether it is 
in the laundry, in the kitchen, or in reception rooms 
and hallways—cannot be better than the cleaning 
product that is used. He is concerned—as you are 
—in obtaining flawless hospital sanitation at the low- 
est cost—and he will see that you get it. 

If you have any cleaning problem in any branch 
of your cleaning, deodorizing or germicidal opera- 
tions, call your Wyandotte Service Representative. 
He will be glad to shoulder your difficulty and save 
you money. 

A WYANDOTTE PRODUCT FOR EVERY 
CLEANING NEED 


WYANDOTTE DETERGENT—un- CHEROKEE, KEEGO OR 
equalled for all maintenance H-D-C—for dishwashing and 
cleaning (cleaning floors, wash- culinary cleaning. 


ing painted surfaces, cleaning wYyANDOTTE STERI-CHLOR— 
porcelain and marble). for germicidal operations. 


WYANDOTTE CLEANER AND WYANDOTTE YELLOW HOOP— 
CLEANSER, WYANDOTTE for the laundry. 


THE 


J. B. FORD COMPANY 


WYANDOTTE, MICHIGAN 


District Offices in 26 Cities 





Ruby M. Carlson, superintendent of nurses of 
the Fort Dodge Lutheran Hospital, Fort Dodge, 
Iowa, has been appointed superintendent of the 
Allen Memorial Hospital, Waterloo, Iowa. Miss 
Carlson is a graduate of the University of Minne- 
sota, and has served at the Mount Sinai Hospital, 
Cleveland, Ohio, and at the Abbott Hospital, Min- 
neapolis, Minnesota. 

saindadaibis dsc 


Frances Duerst has been appointed manager of 
the J. G. Manning Hospital in McMinnville, 
Oregon. Miss Duerst formerly served as night 
supervisor of the Salem General Hospital, Salem, 
Oregon. 

siaeitniguiieaigeh 

Dr. Floyd K. Foley has been appointed super- 
intendent of the Eastern State Hospital for the 
Insane at Lexington, Kentucky. Dr. C. C. Philips 
has been acting superintendent. 

ideas 

A. Edward A. Hudson, administrator of the 
Waynesboro Community Hospital, Waynesboro, 
Virginia, since its opening, has resigned to ac- 
cept the position as administrator of the E] Paso 
Masonic Hospital, El Paso, Texas, duties to com- 
mence January 1, 1938. 

2 Se 

Dr. Frank L. Jennings has been appointed su- 
perintendent and medical director of the Sunny- 
side Sanatorium, Indianapolis, Indiana. Dr. Jen- 
nings was formerly assistant medical director of 
the Glen Lake Sanatorium, Oak Terrace, Minne- 


sota. 
—_<_—_ 


Victor S. Lindberg has been appointed super- 
intendent of the Victory Memorial Hospital, Wau- 
kegan, Illinois, succeeding Ellen Stewart, who re- 
signed effective November 1. Miss Stewart has 
been superintendent of the hospital since 1926. 

Mr. Lindberg had been superintendent of the 
Swedish-American Hospital, Rockford, Illinois, 
since 1937, and previous to that time was super- 
intendent of the Bethesda Hospital, St. Paul, Min- 


nesota. 
—__—__—_——_- 


Dr. J. B. Nicholls has been appointed superin- 
tendent of the Virginia State Tuberculosis Sana- 
torium, Catawba, Virginia. 

et 

Blanche Stair has been appointed superintend- 
ent of the Berger Hospital, Circleville, Ohio, to 
succeed Ethel Kirchofer, who resigned. 

stscnalianalili 

Cullman, Alabama—Plans for the construction 
of a new hospital in the City of Cullman, Ala- 
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Notes 


bama, were voted by an overwhelming majority 
at a recent election. Architect’s plans have been 
approved and construction will start at an early 
date. 


—_—— 

Florence, Alabama—The City of Florence and 
Lauderdale County, of which Florence is the 
County Seat, are planning for the erection of a 
modern $300,000 hospital in Florence, Alabama. 


—_—>—_—_ 

Canon City, Colorado—The Benedictine Sis- 
ters of Yankton, South Dakota, purchased the 
Y.M.C.A. Building, Canon City, Colorado, and will 
convert it into a seventy-bed hospital. 

——<———— 

Washington, D. C—A new Doctors’ Hospital 
will be constructed in Washington, D. C. It will 
be located in close proximity of the Columbia 
and Washington Medical Buildings, and when 
completed will cost $1,600,000. The hospital will 
be ready for occupancy within ten months. 


ssilitiiiatacasgs 

Fort Myers, Florida—The present Lee Memo- 
rial Hospital, Fort Myers, Florida, will be re- 
placed by a new $150,000 fireproof building. Con- 
struction is expected to be started immediately 
after the first of the year. 

—»p—_—. 

Tampa, Florida—Tampa’s new $100,000 Negro 
Hospital was dedicated on November 27. The 
hospital will be officially known as the Clara Frye 
Tampa Municipal Negro Hospital, in honor of an 
old colored nurse who, for more than twenty 
years, conducted a charity hospital for the sick 
of her own race in Tampa, Florida. 

Cy 

Atlanta, Georgia—The Joseph B. Whitehead 
Foundation of Atlanta, Georgia, announced the 
following gifts to hospitals: $10,000 to the Scot- 
tish Rite Hospital for Crippled Children, Decatur, 
Georgia; $10,000 to the Georgia Baptist Hospital, 
Atlanta, Georgia; $15,000 to the Henrietta 
Eggleston Memorial Hospital, Atlanta, Georgia; 
$10,000 to the Emory Hospital, Emory Univer- 
sity, Georgia. 

——_.——_—_ 

Nezperce, Idaho—Bids for the construction of 
the new County Hospital for Craigmont, Idaho, 
have been called for by the county authorities. The 
hospital building fund was established a number 
of years ago by Mr. Burkhart, a citizen of Lewis 
County, who in his will left land and money for 
the building of a hospital. 

inikizilepenaiiian 


Chicago, Illinois—The Willard Hospital, Chi- 
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Furnish the Hospital as You Would Your Home 


r areteeebeente 


1a 


Here you see a grouping of the simple but lovely Suite No. 500 in a typical hospital room. 
The wood is Prima Vera, combined with Maple. Available in two different styles of dressers, 


stands and cabinets, desks, chairs and screens. 
Roe 
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THE HILL-ROM COMPAN 


Makers of ARTISTIC FURNITURE and EQUIPMENT for HOSPITALS 


Impractical? Not at all. 


HILL-ROM wooden furniture, 
built for hospitals exclusively, has 
the beauty of line and design, 
color, graining and finish that one 
sees in the furnishings of gracious 
private dwellings. 


But the purchase of HILL-ROM 
furniture is not an extravagance. 
Every piece combines with its good 
looks the sturdiness, durability and 
special usefulness which efficient 
hospital management requires. 
Prices are moderate, too — well 
within the reach of any hospital 
budget. 


A HILL-ROM-furnished hospital is 
a far cry from the traditionally 
cold and forbidding “institution” 
which is entered reluctantly and 
left eagerly, often prematurely. It 
radiates warmth, comfort and 
friendliness. It attracts patronage. 


Write for information on the full 
line. 


BATESVILLE 
INDIANA 





CHECK UP ON YOUR 
RECORD FORMS - - 


Reduce inventory cost by buying 
STANDARDIZED FORMS instead 
of your specially printed forms. We 
have over 800 forms to choose from. 
Designed to meet the needs of every 
department and service in large and 
small hospitals. ECONOMICAL 
..- AUTHORITATIVE. Many are 
approved by A. H. A. and A. C. S. 


We will be glad to send you, FREE, 
a handy reference booklet to guide 
you in the selection of the proper 
approved forms for all departments 
of the hospital. It is yours for the 
asking. Write today. 


you to 
orders for hospital forms 


at low prices. 


I-1-39 


Physicians’ Record Co. 
STANDARDIZED 
FORM [ 


for Every Hospital 


THE LARGEST PUBLISHERS OF 
HOSPITAL AND MEDICAL RECORDS 


161 W. Harrison St. Chicago, Ill. 


January, 1939 

















..a LINEN MARKER 
that will PAY FOR ITSELF 


within a year. 


NAME, DEPT DATE. 
OME OR ALL 
AT ONE 


¥ es: 


Saves in sorting time alone, 20 to 
60 days each year, in hospitals of 
100 to 200 beds. This saving the 
first year, will buy a complete 
Applegate System. 


The only inexpensive marker made 
that permits the operator to have 
two hands free to handle linen 
and stamp as fast as she can feed 
it. The full cost of marking with 
the Applegate System is only 3c 


per dozen. 

oe 
INKS, TOO! College of 
Surgeons 
APPLEGATE’S 
(Heat Required) 


This silver base 


marking ink will Marker .... 
never wash out — 


will last the full life Cost of dies extra. 
of any cloth fabric. d 
ee ; ! 

XANNO SPC iimited | 
(NO Heat Required) Un 
Will last many Send for catalog giving 
washes longer than complete information about 
any other ink NOT the Applegate System and 
requiring heat to set. sample impression slip. 


APPLEGATE CHEMICAL CO. 


5630 Harper Ave. H 1-39 Chicago, Ill. 


Foot Power 
Marker ... . $30.00 

Hand Power 
20.00 
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cago, has been purchased by the Sisters of St. 
Casimir of the Holy Cross Order. ; 
cueeatihelinicaed 

Rantoul, Illinois—Bids were opened on Decem- 
ber 21, for the construction of a sixty-bed hospital 
at Chanute Field, Rantoul, Illinois. 

Ra ES 

Logansport, Indiana—Bids were opened on De- 
cember 27, for the new addition and improve- 
ments to the Cass County Hospital. The new build- 
ing will cost $60,000, and will provide accommoda- 
tions for twenty-seven additional patients. 

sstdsaialieetela:. 

Shenandoah, Iowa—Hand Hospital, Shenan- 
doah, Iowa, has just completed a new wing at a 
cost of $30,000. This wing will be devoted ex- 
clusively to the care of private patients. 

Ss ae 

Wichita, Kansas—Wesley Hospital is planning 
the construction of a $100,000 nurses’ home. 
J. H. Huston has offered to give $50,000 for this 
purpose, providing the citizens of Wichita match 
his gift with an additional $50,000. 

Siaccncilliatb tiie 

Allegan, Michigan—Contracts for the construc- 
tion of Allegan’s Community Hospital, Allegan, 
Michigan, were awarded on November 23. When 
completed the building will cost $175,000. 

' frre 

Ludington, Michigan—Construction on _ the 
Mason County Hospital, Ludington, Michigan, 
will be started early in the spring. 

ciaiatiallila itis 

Glenwood, Minnesota—Construction has started 
on the new hospital for Glenwood, Minnesota. 
The hospital will be ready for occupancy by 
June 1. 

Jackson, Mississippi— A Crippled Children’s 
Annex to the State Charity Hospital at Jackson, 
Mississippi, has been approved. 

ae Poe ae 

Jackson, Mississippi—The R. H. Green Foun- 
dation, which holds a trust of approximately a 
quarter of a million dollars left by the wealthy 
wholesale merchant of Jackson, Mississippi, has 
provided for the hospitalization of the Negroes 
of Mississippi by providing $100,000 for building 
a three-story annex to the Mississippi Baptist 
Hospital. The remainder of the trust is turned 
over to the hospital for the purpose of rendering 
hospital service to Negroes to the extent of $5,000 
a year. The contracts for the construction of the 
annex have already been let. 

eiichisialinciesiinas 

Buffalo, New York—Mrs. Catherine A. Kessel, 
superintendent of the Charity Eye, Ear and 
Throat Hospital, Buffalo, New York, was given a 
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dinner by the members of the hospital staff in 
celebration of her twenty-five years of service as 
superintendent of that institution. 


SE aii. 

Poughkeepsie, New York — The Dutchess 
County Tumor Clinic, affiliated with the Vas- 
sar Brothers Hospital, and one of the two clinics 
under the jurisdiction of the New York State 
Legislative Commission on the Control of Cancer, 
dedicated its new x-ray therapy facilities as “a 
memorial to Dr. James Edward Neighbors, who 
was associated with Vassar Brothers’ Hospital 
from July 1, 1920, to September 13, 1938. By 
one who loved him.” 


The new equipment was given to the Clinic by 
Herrman A. Schatz, a life-long neighbor and 
friend of Dr. Neighbors, and a Poughkeepsie 
philanthropist and humanitarian, who was par- 
ticularly interested in the Dutchess County Tumor 
Clinic. 

ssidicieeiiataiadtsdial 

Rockford, North Dakota—Bids for the con- 
struction of the new City Hospital, Rockford, 
North Dakota, were called on December 19. Con- 
struction will be started immediately. When 
completed the hospital will be in charge of the 
Presentation Sisters of Fargo. 


a ee 
Watford City, North Dakota—Plans for the 
building and financing of the new hospital for 
Watford City, North Dakota, have been com- 
pleted. The financing has been provided for and 
construction will start at an early date. 


i, 

Cleveland, Ohio—The new $85,000 building, 
which was completed recently for Grace Hospital, 
Cleveland, Ohio, was dedicated on December 4. 
The new building will house the surgical, emer- 
gency, obstetrical, and other departments. 

liam ds 

Stillwater, Oklahoma—Construction was started 
on the new Municipal Hospital, Stillwater, Okla- 
homa, which, when completed, will cost in the 
neighborhood of $100,000. 


sihccih ried 

Butler, Pennsylvania—Construction has started 
on the new nurses’ home at the Butler County 
Memorial Hospital, Butler, Pennsylvania. When 
completed, the home will cost $150,000, and was 
a gift of A. H. Sarver of Detroit, a former resi- 
dent of Butler. 

peauiiliet mate 

Harrisburg, Pennsylvania—Plans for the con- 
struction of a $412,000 hospital, in connection 
with the Dauphin County Almshouse, have been 
approved by the Dauphin County Commissioners. 
Forty-five per cent of the cost (or $185,000) will 
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Here is real beauty in hospital China. 


Shadowtone is a new and different decoration. The 
gay and colorful underglaze decorations cannot wear 
off or dull. They keep their beauty through years of 


hard usage. 


These designs are so original; charming and cheerful, 


that they add a happy note to any patient's tray. 


Shadowtone is available in many colors and patterns 
on both Econo-Rim and Rolled-Edge ware. Write to 
Dept. H-1 for free descriptive folder. 


ONONDAGA POTTERY CO. Vy 
SYRACUSE, N. Y. 


58 E. Washington Street 





of 


551 Fifth Avenue 





No other table offers 
all features of the 


MONT R. REID 


MAJOR OPERATING TABLE 







Don’t let yourself be “sold” 
on a single feature .-.... 
Choose the table that has 
them all! 


















If you bought operating tables as you buy new cars 
you could afford to be less discriminating—but you 
don’t. 


gives you all those features which will keep it, ten 


See to it, therefore, that the table you buy 


years from today, still a modern design. 


That table is the MONT R. REID. 
THE VALUE OF ACCESSIBLE CONTROLS 


Time is too valuable to 
play “hide and seek” 
with hidden controls. 
Mont R. Reid controls 


are accessible — con- 





venient. 


[OCHER’S 


THE MAX WOCHER & SON CO 


FINE SURGICAL EQUIPMENT 
29-31 W. 6th Street Cincinnati, Ohio 











New York City Chicago, Ill. 
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